STATE OF CONNECTICUT
Docket No.: MMX-CV18-5010661-S  : Superior Court
Gloria Drummer,

Plaintiff, Individually and on behalf

of all persons similarly situated, : Judicial District of
: Middiesex

V. : at Middletown

State of Connecticut, et al.,
Defendants. : June 29, 2018

AMENDED MEMORANDUM IN SUPPORT OF MOTION FOR CLASS
CERTIFICATION
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‘ MICHAEL F. HOGANET AL. , 3 OCTOBER 19 .{939
COHSEN‘I‘ ORDER . o

= Ia.u', just, andreasonable settlement of this actmn.

CORRECBIUCLOQRBRIYs PROUSBSTR0-2 | Filed mmtsoﬁe FoRaa@axf BArtIl, 71
P.0. Box*351, Silver Street ; Exhibit 3

FILED.
vl 8 '56‘ .‘.H ‘69

UNITED STATES DISTRICT GQURTC.S3E o
DISTRICT OF CONNECTH ,"R'—;,:ai.' T

WB.‘EREAS p!alnt:.frs filed this acnon on May §, 1988 a.ueglng the defendantsf
failed to prcmde the plaintiffs with eﬁecnve access. to the courts as guaranteed by the

4

First and Fourteenth Amendments of the Umted States Constltution' and
WB:EREAS the plamt:ﬂs believe it is in the best interests of all the parties to

settle this lawsuit; and
WHEREAS, defendants, without admitting liabﬂity. belleve it :ls 1n the best]

interests of all parties to settle this !awsuxt- and
WHEREAS, all parties consider the terms and condmons of this Order to beat

o1 DT

NOW THEREFORE IT BE ORDERED ADJUDGED AND DECREED, AS FOL’
I._OWS:_ 7 e

1. DEFINITIONS:

1. "Plaintiffs* shall include the named plaintiffs and the members of the

plaintiff class as defined in paragraph 6 of this Consent Order.
2. “Derendants“ shall inelude the named defendants, their successors in

t

office, their agents, employees and assigns..

EXHIBIT

tabbies"

®
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|' mcLassacmon _
6. ' This case is eertjﬁed as a -class action consisting of all present and future -

patients of in—petient DMH facilities in accordance with Section IV of this Consent

3
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3 ' "DMH" means the Coanecticut D‘épartment of Mental Health.
.described in this Consent Order.
5. "Patient" shall mean any mdigent person who residee !n a DMH mpatlent

2
-.". )

ind;gent\ oatients of mpatlent facmtxes funded or operated by the Connecticut Depart-
ment of Mental. Health who are or will be in néed of Jegal assastance regarding their
admission, treatment, ehvironmental condxtlons, discharge, and other hospxtal—re.lated

Tights under state or federal Iaw or policy
7. Notice of :the Consent Order, as approved by the Court. shall be given to]

all elass members as follows:

a.” A notice shan be given to each patient by placing a copy of ~
attached Exlﬁbit A on his or her bed .no later than: November

10, 1989, .
. b,  Thereafter, all future class members shall receive notice of
this decree by receiving a copy of a DMK Patfent Handbook

‘which shall Include a description of trie iegal assistance Fro-
gramas oytlined in part IV of this Consent Order.

IL GENERAL PROVISIONS
8. Defendantsshall establishand maintain an advocacy program for indigent]

Order..

4. "Legal Assistance Program™ means the legal a.ssistance progra.m as B

. : R
ar tie i grmet b i LA it b

-:..\._.:r- e 5 el

g fac:lity, whether S5 a rasult oi a voluntary admission, involuntary commitment. emer-

o
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9. In entering mto this Consent Order. State officials do not admit any viola-

. "ton of law and this Consent Order may not be ised as evidence of Habﬂity in any other]

civil proceedlng. : _
R Ui A Any violation. of provisions ot this Consent Order does not create a pri—

vate right of action. 'rhis Consent Order is enzoreeahle only by the parties.

11. The partiec agree tha: this Consent Order s a final judgment 1n the

above-eapnoned case,

1% 'rhe parties res;ewe the right to mthdraw consent in the event that this|

' order is not approved by the Court in its enurety.

13. This Consent Order shall be ‘applicable to and binding upon all the pirties,

their orncers employees, theu' agents, assigns and successors.

- 14, Plaintﬂfs reserve the right to file a mouon Ior costs and attorneys' fees]

_ subsequent to the signing of this order.

© IV LEGAL ASSISTANCE .PR-.OGRAM .

A INTRODUCTION . _
15., The creation of the 'Legal Asszstance Program pursuant to this Order iy’

intended to'be a component oz a brcader legal advocacy system and is intended to sup

plement, not supplant, these ex:stlng semces Te the maximum extent posszble, these

. éxisting services will be coordinated with the I.egal Assistance: Program and integrated
- {nto the broader legal and other advodacy syst_em for ail DMH clients.

i
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- C. SCOPE AHD AUTHORITY
17. The Legal Aslstance Program has the authonty to serve any indmdual '

¢ regarded as mentally m -and indigent in the State of Connecticut in accordance with thel

' provismns of paragraphs 18 and 19 of this Agreement. However. consistent withits pro-

including legal advocacy, to all Indigent pauents or DMH .inpatient facilities., Theee

.Mental ‘Health Center and Connecticut Mental Health Center

assmance, incluﬁng Iegal advocacy, to indigent persons regarded as mentally il in th

8. pURpose o : o - - ]
16 The purpose,or_the Lega]. Assistance Progranijs_m_ensur.e that ctients of

the DMH and espectally patients of its iQPaLent {acﬂitim have effective access o the
System of justice byprowrhng thezn mth independent advocates and attorneys to pro-

t_ect and enforce their rights and entitlements. :

grammatic pnoritiee and resources, the Program must prowde advocacy ass:stance

facilities include Fairfield Hills Hospltal, Connecticut Valley Hospital, Norwich Hospi
tal, Whiting Forensic Institute, Cedarerest Hospital, Greater Bridgeport Communi ,
The Program must]
ensure that adequate advocacy services are offered to patients of inpatient facilities
before it may provide assistance to other indigent mentally ill individuals.

18. The Legal Asszstance Program has the’ authonty to provide advocacj

State of Connecticut Hnwever, consistent with its priorities and resources, . the Proq
gram must provide assistance to patients of Department inpatient facilities regarding
their admisszon, treatment envu'onmental conchtions, chscharge. and other

hospital-related rights under state or federal Iaw, or policy. To the extent reeources

('".
A,
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permit or are avaﬂable, it may oﬁer its services on noninstituﬂonal issues elearly
related to a person's admission or diseharge. The Legal Aasistance Program shall not
. provide. services, exclucﬁng services related to counseﬁng and reférral, in non-civil

rights. cases in connection mth clalm for damagas against the State of Connecncut or

_any of its ofﬁcers, departments, employeés, boards or comnussions' however, the legal :
asszstance program staff may pmwde lega.l services and representauon in such i

non»cwil rights cases 1: the staﬂ has attempted urxsuccw:funy to refer the case to aj

. Vmuumum of three quahﬁed attorneys. In such cases, Lega.l Assmtance Program staft
' shall ‘maintain documentaﬁon af their efforts to refer the case, which shall be avaﬂable

to the Attorney General's o1 Iiee upon requst. .
18, The Program shail seek to refer to, or arrange for a:mstance to be pro—

vided oy, pm'ate attorneys or.cther pubuc mterest organizations on general legal dis+ -

putes {e.g., wiils, chvorc&c, lanﬁ tramacnons) mth parnes other than the State, or any,
of:1ts officers,: departments, employees, Doa:ds ‘or commiss:ons, its agents or exnployees
"No program funds shall be used to prawde legal services on such general legal issues,
" exceptin extraordmary or rare situations and whera {1) no other specific resources are
available; and (2) the situation is directly or {ndirectly related to the patient's admis-
1 sion, discharge, course of treatment. The extracrdinary clrcumstanca which would
| permit legal services on 2 -genengl ‘legal issue are to be directly or indirectly linked to
treatment issues such that the resolution ét the legal issue would affect the resclution)

&

of the particular treatment issue.

asbhq

=¢§
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to its clients.
- to investigate and resolve Internally allegations or abuse or neglect.

1
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|

shall 1nsure the mdependence of Program staff in the provmon of legal assistance to

their clients, The Program shall perform its Iuncuons ¢onsistent with the Rulés af Pro-

f&ssional Conduct, and other applicable riles of legal practice. Subjeet to the pmm- 3
' sions of pa.ragraphs 18 and 19, the profeedonal judgment of Program staff shall be exer-
cised solely for the beneﬂt of Its clients, and the desires of any other pérson or ennty .
shall be dxsregarded when they would either conrhct with the mterests ot the client or

) 1mpair the independent judgment of the Program. ' o :

21. The estabhshment, gevernence, Iundmg, and operation of the Legal Assis-

. tance Prog'ram will be free from any conflict of interest, to the maximum extent pos&

ble, which might arise in its relatmnship with. the State of Connecticut, its public agen-]

cies, pnvate mental health agencies ;unded by the state, and other statewlde private,] .

s

20. The design, e;tablishment Operation. and admimstration of the Prog‘am '

.

mnding -of the Program by the defendants should bé undertaken in 2 manner which rec

rognizes and minimizes the conflict of mte,r_est inherent in its support of thie Program.

D, AC‘I’IVI'I'IES

22. The Legal Asgistance Program wﬂl have the eapacity to provide informan

Hon and referral ad\nce counseling, mdmdual and group reprecentanon, and educanon
The Program is not intended to dmplace or supplant DMH’S rﬁponslﬂiry

23. {A) To the extent appropriate and when cons;stent w1th the Rules of Pro

Iess'ione_l Conduet, Program staff will ‘attempt to rasolve most issues informally,’

profasaonal or semce orgamzations involved in provaslon of mental health - eare. The )

.....

. ]
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1 appropnate. concerns regarding speclﬁe policies ‘o program clients. The Programsha]l

Department of Mental Health of. the basis for its decjs1on, without revealing the nature

through dzscussions with hospital stafft, negotiations witb clmicaJ supervisors and insti~
tuticnal administrators. and resort to the DMH’s lnternal eomptaint procedure. In order
to facﬂitate communication and promcte ear}y resolunon of issues affecting eat!ents

conduct regular meetings on- the tollowlng basis: Both the Commi'moner or his
dwgnee and the Program’s Board of Directors, as well as the Program's Director, shail
'meet tmce a year to discuss- mental health. policy issues and other isues aifecting the
relationship berween the Department-and the Program A senior stan‘ person {rom the
" Legal Assistance Program may meet regularly with the superintendent of each facilityj.

to chscuss mplementanon oI the program includxng any proplems that may arise with

rapect to program accees to panents and records. Staff -may also discuss, where

seek the input :and “acmce of the Department of ‘Mental Health prior to ;adopting;
Board-of ‘Directors-determines that ‘prior diseussions with the. Department of Mental

: nal policies of the Program shall not be subject to th:s reqtﬁrement. If the Program‘s
Board of Dlrectors makes such a determination, the Program shall give notice to the

" of the pdlicy. The Department of Mental Health may therearter cha]ienge the appro—

priateness of such a deternnnation.

' nghts and program h:nplementaﬂon, the DMH and the Légal Assistance Program shall{

-.:pohcxes,- :changing spolicies 'end-;pmposmg-.leglslanve emnanve; ainless the Program's

Health would compromise the interests of the Program or the Program’s clients. Inter-| -

- 13
IR
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\_./

fal relief ag:tln'st 'tt{' .

“(B) In the event that the Program intends to sesk judic

defendants, whether in their ofticial or individual capactty, without first havmg_

of the particular issue(S) invalved, the Program will give
that mtennoa to the DMH- or the Attor—g

attempted informal resolution

' reasonable notice under the cxrcumstanc&i oi
‘I‘he Program shall give notice to the

- ney General's Offi¢e prior to seeklng suoh relef.
whao has

- Attorriey General's omce of any judgment obtained on behalt ot‘ any person
rm of state ass:stance and shall provxde not:tce of the

instlturlon of suit en every occamon when the Program has kuowledge that any party is
is a health care Iacmty hcensed under Conn.

Gen. Stat. §-13a-14.

- received or Is rece.ivmg an:,r fo

a rec1p1ent of any form of state fundmg oris

Gen. Stat. § 19a-450 et seq. or 1s an individual licensed under Conn.
of a state grant, contract subsa,dtzatton, loan or any

State funding shall include recelpt
similar benefit but shall not mclude specific financial assistance to ao individual for
wired by law. N

- - basie lfe support unless notice to the State is specxﬁcany req
{C) The Legal Ass:stance Program may attend, on behalf of a client, regtﬂm>

- hospital meeungs, treatment team meehngs, or portions of such meetmgs, where the

patient has a nght to attend or Is perxmtted to attend. ' _
* (D) To the extent appropriate, the Program may also répresent clients inJ

‘formal proceedings, if.any,. concerning -admission, releases, medxcattons. treatment, and} -

the enforeement of ot-her related nghts The! Program shall not, however represent cli-

'ent.s 1w court proceedmgs tor which legal counsel is omenn_se provided by stgtut_e_,“such

‘as proceedings subject 1o the provisions of Conn. Gen. Stat. SS‘ 1'1-178f 17-183., 17:192,

17-205d or 17-257. o
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‘Asistanee ‘Program.
thout" unreasonable d:!sruption of any -facility o patient treatment, e. g, :

1 | patiénts, wi
1o pmmde mformatlon concermng legal nghts and| ..

! scheduled meetings, group, therapy.
“{the avaﬂabﬂity of serviees under the Progr

‘- ity.

 will inforih all hicspital staff, and pew -admiiﬁstra

'ative relationship b
| ‘Shall recogmze the imeortance of -consul

e‘unnecemaruy «distupt thie- course of tredatment.

Filed 04/21/2009  Page 90f20 . - .%

24.

ing emrirenments client meet!ngs, and stalf of lts inpatient facﬂiﬂes for the Le-gal

am. -:Contact with hespnal staff shall not

unduly tmpede the’ performance of their duties as determined b

95. Prior to the ¢o
tive and-treatment stalf thereafter; of]

the purpese and actiwﬁes of the Legal Assistance Program and will Iaeiﬁtate a cooper

etween its staff and the Program. The Legal Assistance Program
ting thh hospltal treatment staff so.as not to

10 develop 2 cooperanve re]anonshlp with the"‘DMH and ns staff ‘which will promote

the effective aceess 10 the ngram‘s cllents.
'26. The Legal Assistance Program shall act consistently with state and Ied-

ermng mdlvidua:ls regarded as men-

‘eral laws pmteetlng confidential mformanou cone
ess to such confidential

tally i1l. The DMH will provide prompt .and reasonable ace
tent with al appucable state and federal laws without unreasonabl

treatment with the consent or the patients, his/her

guardian, orif _the patient m-meompetent and lacks a guardlan,.mth the approval of the

in!ormation consis
disruption ¢ of any { aellity or panent

-G~

The DMH win provide regular and reasonable access to the paﬁexits, !iv- E

Such aceess will: 1nclude reasonable unimpeded contact with ;

¥ ehe appomung.aut_hor-

mmencement of the Legal Assistance Program, the DMH

The ~P-rogeam— shall simitarly endeavol]
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Commissioner of Mental Health or his deﬂgnee.
: ad:mtted to a mentaLhea.im_tacmiy are, p:ammed

2. The Legal Asszstznce Program will be staIfed
paraie-gal advocates, Wl th appropnate secretamal and admimstratwe sup
gram will primarily rely on adveca

" Program mayinclude law students, con:_sumers

‘appropriate.
28.
commitment to serve indmdu

A}l ‘Program staﬂ will be qualiﬁed by trammg,
als regarded as mentally 111 who reside in inpatie

' ties of the Department of Mentai Healtb.
the laws and pohc1es of the State. of Connecti¢ut and the United States which a.ffeg\* ~
ers who have overall

mentally in'-indiwduals .Advocates must be. supervised by lawy
and staff lawyers will be supervised by the di

r&sponsibﬁity for then' activities,

supervising attorney of the Program

'29. Tra Legal Assistance - Program will be ph

dance with paragraph 38 of this Order. The staffing in the fourth year
| ' " il be a minimum of three pa
{who may also be an attorney)

cates/paralega]s, two attorneys, 2 c‘hrector
in consultation with its Board of Directors,

secretaneﬁ. The Program,
affing, so long as its actions are pot inconSJst

bility regarding st

- 10-

Filed 04/21/2009 Page 100f20 A

Under Connectieut law, all peson” I
' ) ] — ~ ,J"?-:yi_
to be eompetent, unless otherwise ;

determined _by a court of mmpe;egt jurisdietion. - .

S‘I‘AFFIHG ' | .
primarily by attorness andj .’

port. The Prb—
tes” to provide ‘Toutine assistance to patents. 'I‘he
of mental health services, and others/as
expenence, and personal

nt facili-

Program staff will be adequately trained in

as;ed-i'r_x over four years in accorT

1

R

{reator of

tien: advor

znd twoO

will retain Ilexi—

ent with the minimal

P
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.

' et of Mental Healt.h w:lll pro\nd

" offices in. conrormance with the space standards estab

+

stafﬂng level In this Consent Order, and in parﬁcu!ar, paragraph 3t of this Consent B
consent ‘'of the Commissioner is Iirst obta.{ned if the stafflng is

Order and so long_ as the
contractors, rather than the use of employees of

done through the usé of independent
the Program. |
30. 'I‘he DMH will-provide, on an ongoing basis, appropriate s

and will enter into an agreement with the Legal Assistance Program for the| .
The imtial agreement

pace for a ¢eny

tral office

use of such space pursuant to Conn, Gen. Stat. § 17-210a{m).
the DMH'S resérvation of the right to ter-

pon the giving of one

Conneeticut Val-j

il be for a penod of three years, subject to
minate for reasons unrelated to the operatlon of .the Program U

and will provnde space Iocated in Beers Hall, 2nd ﬂoor,
The conIerence room

years notice,
ley Hospltal which contains 13 offices and a conference room.
Connecticut Valley Hospltal personnel upon request and

will be ava#able to other
ces wi{!} e furnished with a desk, file eab-

advance notice. Eleven of the thirteen offi

inet, -chalr, telephone and local telephone service for each of the Program staff
t includes oogoing

included in the consent order (up 4o 11 statf members). Inkind suppor
plies, copying, postage, utilities and janitorial services, If it is necessary H{e)y
tal Health to move the Legal Assistance Program, the Depart-
(=] appropnate office’ space for eleven equipped

otfice sup

the Bepartment of Men

lished by the Department of Pub]

lic Works, as well as 1nkmd sérvices deseribed above, and if the Program continues to

‘want to be located in 2 central office, the DMH shall make all reasonable efforts td

promde a central Iocauon in the State. Should the Legal Ass:stance Program elect ta

-11~
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_move out ot Department or Mental Health spac

| Health Center, Whmng Forensic Institute, Cedarcrest Hospnal,
and will conta.m a desk, cha;lr, locked file

gram wﬂl be responsible ror alt reatal costs and Support cos
responsibnity for pmviding inkind support shall cease Fleld sites
quwich _Hosp‘naj.
to move -the central office from Connecticu

Hospital. "Fleld sites will mclude a Jocked room,

'telephone semces, At Greater Bndgeport Mental Health Centery. Co

Hospital, an 'intewiew‘ room will be provided
cabmet and telephone servxce. At Jocations other than

mll ensure pnvacy "and confidentiality at all times when Program staﬁ

client services at each site.
The amount of -DMH. inkind £2

55 as follows

 Year 1{based on §-month ¢on tribution) -
Office supplies, copying, postage - ) . § 840
Office space 78,000
Furniture - C P . 1,333
~ Utilitdes 20,000
Janitorial - S g - E 1,800
DMH Total In-Kind $101,973
Year 2.
Office supplies, copymg, postage A - § 3,024
Office space © 117,000
Forniture : . ' . 2,100
Utilities g ' 40,000
Janitorial . . C 4,500
_ .
DMH Total Inkind =~ . $166,624

-12~ ‘ , ®+

¢ when such apace is available, thevpm-
ts. and the Department's
will be located at

desk c.hair, locked file cabinet and

and Connecncut Valley

4

nnecticut Mental.

the central omce, the DMH
are prpvzding

. - N
earvices and the estimated value of such services

Fairﬁeld Hills Hospital, and, in the event itis necessary for the DMH . X
t Vaney Hospital, at Connecticut Va.uey.

)

ol Wk e

S

!{,.
i
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" not exceed the amount for each individual category as indicated above, Notwi

services and utilify.
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Year 3
 Otfice suppHes, copying, postage $ 4,536
Office space - . 117,000 -
Furniture . , - €00
Utilities ‘ . 50,000
Janitorial . 6,300 )
DMH Total In-kind - . $178,436
Year 4 '
_Ofﬁc:g supplies, copying, postage ) $ 5,292
Office space T : 117,000 *
Furniture . _ ' -600
Janitorial _ - . §;300
- DMH Total In-iind - $179,192 %
Four-Year Total | |
Office supplies, copying, pastage . $ 13,692 '
Officé space L ' 429,008
Furniture _ . 4,633
Utilities o _ 160,000
Janitorial s S . 18,900
Four-Year DMH Total In-Kind $626,225

L.

% or appropriate value, based on Dep

event it is necessary for the Department of Mental Health to relocate the program.

The value of inkind :services shiall not exceed the fourth year total of
179,192, of such other appropriate value based-on pubnc‘works-ﬁspace-standai‘ds in the

. event that the Department of Mental ﬁeaith needs to relocate the program, and shall

thstand

" Ing the $179,192 limitation, the Department of Mental Heaith will provide fuli janitorial

service so long as the Legal Assistance Program is located in 3

Department of Mental Hedlth facility, and in subsequent years, the level of inkind

-13-.

artment of Public Works Space Standards in the|-

!f-‘
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i e prital and Ceclarcrast Hospital.
ool ﬁ:&%\
and the Conneeticut Mental Health Center, & Program attorney or advocate shall be

i STRUCTURE AND DEVELOPMEHT ) _
prompt and effective resolution of advocacy issues.

)

’ avanabte at least twice a week.

-development -of -an. efrect:nre Iegal assistanee program,

- year to perform the functions stated below.

_the condition that tt shall select a direetor and assist
tion, ror ot more than 12 months, at which time the Legal Asszstance Prog

Aconstituted as
‘the provisions of subparagraph (C) below.

‘period of the initial provider contract.

that of yedr four.

31. By the conclusion of year four, and continuing thereafter. the ngmm. ;

will ensure that an attorney or advocate is avaﬂable at Jeast three days per week‘at
R

Wh:ting Foren-
e

At Greater Bridgeport Community Health Center

Fairfield Hills' Hospital, Connecucut Valley Hospital, Norwich Hospital,

i, ,

}
32. In order to promote

affecting its clients, the organization of the Legal Assistance Progéam shall generally

correspond to the administrative stmeture of the Department of Mental Health in each

s ‘..

region. - - : P
33. ¢A) The Treprsentative's for the parties agree that,

gram from outmde Connecticut may be unltzed ‘during the start up period of - the first

(B) The Center for Public Representation in Northhampton, Massachusetts

shall initially be awarded the contraet as provider {for the Legal ‘Assistance Program, on
in training, and initial organiza-
ram shall be
an independent nonproﬁt Connecticut corporaﬁon 1n decordance with
The director shall manage the Legal Assis

tance Program under the aus;_uces of the Center for Publie Represent‘ation during the

The contraet award mth the Center Ior Public

-1 4—-

VAR

—

C A

in order to facilitatej 4§

a qualified legal assistance prog- s

)
]
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the Center for Public Representation

" tobe set upin accordance with subparagraph {(C) below.

"'gram set forth in this Agreement

- deveiop.

" ereation of institutional legal advocacy

eorpo
_ .tlﬁs Agreement, ‘the terms of this Agreement:shall control

program dem,rn, developmerit schedule, and the allocation of S

. : : s K
.for an extension of time to manage the - Program !o’:‘-

Repraoentaﬁon shall provide

longer than twel
such servmfs, then there shall be an award to a new no

(C) ‘rne Legal A.%‘istance ‘Program corporation shall be a-new. nonprofit corpo-

ration mth the capacxty to provide the services and to meet the. obhgations of the pro-

reasonaiﬂe expernse and experience in serving msntuuonahzed persons with

mental -‘disabﬂiti&sa

The plaiotiﬁs and defendants shall each select one mcorpox'ator. The third ineorpora;

tor shall be selected by consensus of the two selected by the partiec. The initial Board

of Directors of the. nonprom corporation shalt be appointed by the mcorporators and

shall be comprised of three persons with substannal experience and reputanon in the

systems {aor persons regarded as mentally il or

other similarly quahiled persons. The initial Board members shall adopt bylaws for the
ration, In the eventof & confhct between the terms of such bylaws and terms of

34. The Program will retam sumcient flexibility and chscretion to modxfy the

taIf to speciﬁc offices if

new information indicates modlﬂcauons are appropriate. Notwithstanding the Iorego—

ing, no modification may be made of the ngram's scope and autbonty, as specified in

. -15-

nprofit Connecncut corporauon, :

It must have, or demonstrate the capacity to

There shall be three incorporators of the nonprofit corporanon -

ve months in case of extraordinary c:rcumstances. “In the event that S
is unable to eater into an agreement to provide

e ATSTER A
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} eontract prov:s:ons reqmred for all state contracts.
m shall report monthty to the DMH ’utihzzng

-the standard mental héalth informaﬁon system t-'equzred of ail

]
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Part N’"C of this Agreement or the Program's funding, as specitied in Part w G ot -.thls'

the. defendants under this Agreement -shalt

not be modiﬂed without the consent of the defendants. %
his Agreement will be adopted by the court as_’-'“é'f

3

shall retain juri.sdmtion durin&

greement. 'rhe duties and obugations of

3s. The ‘parties agree that 't

ﬁnal judgment in the above—captioned case. -‘I'he court
The terms and conmnom of this Agreement shall not be con—

&

the four year.phase-m.

stmed or interpreted as.an adm}ﬁsion by, -Or @ findmg that the State of Connecticut

any of its ofhcers, depertments, employees,

aof Connecticut.

prov:szors of the }aw or Censtttutxon of the Umted States or the Stat

35. The Program shall ‘be operated ynder a contract with the Department of

Mental Health, mth reasonable repomng and review requirements. The contract is

sub_]eet to the audtt ‘clause requirement of Conn. Gen. Stat. § 7-3963, and the standarﬂ

37. The .Legal Asistance Progra

shall furnJ.sh the DMH the following Information on a quarterly basis:
Number of attorneys. and advocates whaose serviees were provided
(FTE if not full-time) '
Number of hours of legal:'services and. advocate semces

Cost per hour (total of money expended' divided by the total hours of

service)
Costof prcmder overhead

Number of residents recetvmg semces in the quarter. by type of
service provided (Le. — federal benetits, grievance, any oth ther), at

—16—

'

boards or co:nnusszons have. \nolated any ';‘

grant-fund services, and :

o )
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- . efficlency and effectiveness of the
: expended and which Is reason-

)
'
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each racil.ity and the average number of hours each resident receives

in legal sewices -

Any. in!ormation which -the DMH deems nec&ssary to evaluate the
program and ‘the manner in

‘which ‘the funds'of the prugrams are:
able and non-pnvﬂeged. oo

G. FUNDING

38. Subject to the provmons of paragraphs 18 and 19 -of ‘this Agreement the

partment of Méntal Health will fund- al] necessary expenses of the Legal Assistanee

Program upto the maximum annual amcunt specmed {n the following schedule.

First year of Program operation - . $90,000.
Second year of Prqgram operation - $205,000.
'rhird year et Program =operaﬁon - ,33'2,7,600. .
Fourth and subsequent years.of -, $397,206.

Program operation {plus Teasonable

;cost of Yiving adjustmentsinsub-
. :$equent:years,’ df:such ad;ustments

are appropriated by the Legislature -
and received by DMH for the follow--
ihg DMH accounts: . Personal Services,
Other Expenses, Mental Health
‘Services Grants and Employment

, Oppormmties Grants.)
39. The DMH raserves the ﬁght to reduce or mthhold eontract payment in

the event the Program provider matenally breaches the contract between the DMH and

the prowder.

through transfer of patients 1o community alternatives, Iundmg for the Legaz

-17-

40. To the extent that the p0pulation of these mpanent facilities is decreased

!
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with the provisions of Part IV C of this Agreement.

| provided by the DMH pursuant to its contract with the Program, the funding obbganon :

:by the DMH pursuant to its contract with the Program. in excess of $350 000 0, the

inereased for any calendar year in the same propomon by which the Northeast Con-
. -sumer Price Index for the preceding year exceeds the Northeast Consumer Price Index|
' Index" shall be the "Northeast Urban Consumer Pnce Index for-all Urban -Consumers.”

_at the time adjustment of the cemng is required, such Northeast Consumer Pnce Index
s no longer issued, the adjustment shall be made by utﬂizmg such other index asis then

LI

Pl

. .

Assistance pProgram should not.decrease but the pnorl:ies of the Program may be
adjusted concomitantly to reflect the needs of thse Department clients. consistent

41, In the event that the Program receives funds or assets other than those

of the DMH speclﬂed in’paragraph 33 of this Order shall be reduced as Iollows* for-any|
calendar year in which the Program receives {unds or assets, other than. those prcvided

Iunding obhgatmn of the DMH specified in parag"raph 38 of this Order shail be reduced
by $1.00 Ior every 32.00 of such funds or assets in exces of $350,000.00. In the event
that. such.a reduction cannot be fully realized in the calendar year in which such funds |
or assets are received, such reductien shail be applied to the funding obligation of the
DMH in the following year(s). The DMH may waive the bfuw'isicns of this section. (j
The -¢eiling on outside contnbutzons provided for in this section shall be

as published by the Bureau of Labor Sta'asncs for the calendar year in which this Judg-
ment is emered. I-‘cr purposes of ﬂﬁ&paragraph. the term "Northeast Consumer Price

issued by the Bureau of Labor Stahsnﬁ of the Umted States Department of Labor. If,

~

%

-18..
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generally recognized and accepted for similar determination of the cost of living varia-

tions.

Additionany. if for any calendar year the annual ‘inpatient admissions for the
preceding year exceeded the annual inpaﬂent admlssions for the calendar year in which

this Judgment is entered’ by 25% (twenty-five percent) or more, the ceiiing on:outside
contributions will be adjusted upwards to mamtain the same ratio of the amount of the

ceiling on outside contributions to annual- mgancnt_vadmzssiom_; which exdsts for the year]

in which this judgment isen fered.-

s'
¢

' I H. MON]TORRIG AND EVALUATION
42, The ‘Board shall provideongomg advace on- program deslgn, development.

and implementanon {ssues;-and shall select the dxrector of the Program after consultmg
with the’ attorneys for the parnes in the event that &) The Center for Pubuc Repr&sen-

ation fn North Hampton. Massachusetts is not initially awarded the contract as provt—
-der for the Legal Assistance !’ Program or-b) when the inifial. program director yacates

the position. _ )
43. The Board shall report to the reprcsentative:s Tor parties annually on the

activitles, progress and status of the Legal Assistance Program
14, Nothing in this agreemeat or :thé court order to be. ]SSUEd pursuant thereto

shall preclude elther party from movmg the court for an crder modifying of-

teminanng the same hased on existing law at the time of the motion.
45. The parties agree that their attorneys will meet no latet' than the begm-

ning of the program's fourth year of operatzon 10 dlscuss the tollowmg two matters (1)

~19-
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the use of non-DMH furds by the Program to provide legal services beyond those autho-

. rized in Part IV C of this Order; (2) tha location of the Progfam's offices and the desir-

abﬂity of maintaining one central otf!ce versus multiple oftices ror the Program In
'the event the parties therear ter agree that this Order shcm!d be mod:.fied with ras'pect
to either or both of these matters, or with r&spect to any -pther matter as to which the

parties mutually. agree, this Order may, mth the consent oI the Court, be modmed to

reflect the terms mutually agreed upon by the parn&s. B

PLAINTIFFS ’ DEF ENDAN T8
- BY: . L - ‘ "%' W
‘ Miehael F. Hogany)
’ ‘ Commjssmner of Mental Health
Mot Strmt
Martha Stone. ]
Connecticut Civil I.iberna '

Union Foundation
32 Grand Strest

; /

s

Philip D. 'regeler :
Connecticut Civil Liberties .- Assistant Attorne eneral
- P.0.Box 120°

Union Foundation o
32 Grand Street . : L .‘Hartford, CT 06101 -
Kartford, CT 06106 : . .

So Ordered:

United States Distriet Court Judge - Date -

A True CJ'.."'

HBITESL
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Clotin Tk ploist Coutd = o . g
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CONNECTICUT LEGAL RIGHTS PROJECT, INC.

Kirk W. Lowry, Legal Director
P. O. Box 351, Silver Street, Middletown, CT 06457
Telephone (860) 262-5017 e Fax (860) 262-5035
Email: klowry@clrp.org

January 19, 2011

Henry Salton

Assistant Attorney General
Attorney General’s Office
55 Elm Street '
Hartford, CT 06106

Re: Waiver of Annual Reviews at CVH

Dear Attorney Salton,

CLRP has noticed a significant increase in the number of patients at CVH
who are waiving their right to hearing to review their involuntary commitment to
CVH. By way of background, it is my understanding that after a habeas corpus
proceeding in 2010 that we prosecuted and your office defended, a new form
notice of right to annual review and waiver was implemented — CVH-160. (CVH-
160 attached.) On November 15, 2011, a meeting was held with Judge Marino,
Helene Vartelas and her staff, and CLRP. We discussed the annual review-hearing
process at CVH, the statistics on the number of patients waiving, and the statutory
requirements of C.G.S. § 17a-498(g). Judge Marino stated that CVH was not
sending him monthly lists of all patients who had been involuntarily committed for
a year as required by Conn. Gen. Stat. Sec. 17a-498(g). Previously, it was his
practice to set each patient who had been involuntarily committed for a year for an
automatic hearing annually. CVH presented statistics that as of November 2, 2011,
35 patients had signed waivers of annual hearing (30 from GPD and 5 from WFD).
I was asked to discuss our concerns with Attorney Melendez. She referred me to

you.




Qur concermns are:

1) Asking psychiatric inpatients to waive a periodic review violates due
process and the Patients’ Bill of Rights.

Fasulo v. Arafeh, 173 Conn. 473, 556-557 (1977) holds that due process
requires the state to initiate periodic review, not ask patients to waive it. CVH s
violating the due process clause of the Connecticut constitution when it offers and
invites involuntarily committed psychiatric inpatients to waive their hearings for
review of their commitment with no documented determination of capacity to
waive by the hospital, no meeting with counsel, and no preliminary hearing by the
Court. Fasulo v. Arafeh, 173 Conn. 473, 556-557 (1977) and Oller v Oller-
Chiang, 230 Conn. 828, 843-847 (1994). Fasulo found it unconstitutional to
require a psychiatric inpatient to bear the burden of petitioning for review of their
commitment and required the state to initiate the review. It would render that
requirement meaningless to allow the state to ask the patient to waive the periodic
review. Moreover, Oller established procedures to ensure knowing, voluntary and
intelligent waiver of the right to be present at a hearing for involuntary
guardianship. The same, if not more, procedures should be necessary for waiver of
an annual review or annual hearing to review one’s involuntary commitment to the
state inpatient psychiatric hospital.

Waiver of an annual hearing can never be knowing, intelligent and
voluntary. There is no reason for a person to waive an annual hearing to review
their commitment. Nothing detrimental can result from the hearing. The person
does not have to be present. At the very least, the Court will inquire of the
treatment team regarding discharge readiness and status of discharge planning.

CVH patients have a statutory and constitutional due process right to
periodic review of their commitment and to be present at the hearing. Fasulo v.
Arafeh, 173 Conn. 473, 556-557 (1977) and C.G.S. § 17a-498(f). C.G.S. § 17a-
498(f) states, “The respondent shall be present at any hearing for his or her
commitment under this section. If the respondent is medicated at that time, the
court shall be notified by the hospital in writing of such fact and of the common
effects of such medication.” The right to be present is mandatory. Oller v. Oller-
Chiang, 230 Conn. 828, 841 (1994). The patient may waive their presence at the
hearing if the procedures set forth in Oller v. Oller-Chiang, 230 Conn. 828, 841-
847 (1994) are followed. Even more than ensuring due process before waiving
presence at a hearing, the court should ensure due process before waiving the

2




hearing altogether. The CVH-160 Notice of Annual Judicial Review of Civil
Commitment form, instituted in October 2010, does not facilitate a knowing,
intelligent and voluntary waiver of annual review of commitment since it
undermines the procedures required by Oller v. Oller-Chiang: 1) meeting with
attorney to discuss rights prior to the hearing; 2) notice to court; 3) preliminary
hearing with affidavits or testimony; and 4) court findings on the record sctting
forth specific facts relied upon. CVH-160 violates the person’s right to a knowing,
voluntary and intelligent waiver, their right to counsel before waiver, and their
right to a preliminary hearing on the record ensuring that any waiver is knowing,

intelligent and voluntary.

2) CVH is not sending Judge Marino a monthly list of patients who have
been involuntarily committed for one year as required by C.G.S. § 17a-498(g).

C.G.S. § 17a-498(g) states in relevant part, “In addition, the hospital shall
furnish each court of probate on a monthly basis with a list of all patients confined
therein involuntarily by such court who have been confined without release for one
year since the last annual review under this section of the patient’s commitment or
since the original commitment.” It is my understanding that ever since the annual
periodic review and hearing process changed that CVH has not been sending Judge
Marino this monthly list. Previously, it was Judge Marino’s practice to set each
patient involuntarily committed for a year for a periodic commitment review each
year, so it was not necessary. It is particularly unfortunate that the institution of
the waiver form and the decision not to file the required monthly list occurred at
the same time. Now that patients are being offered waiver and many are not
receiving annual hearings or reviews, this statutory requirement becomes very

relevant regarding our clients’ due process rights.

3) State initiated review of commitment only once every two years
violates due process because it is reasonably foreseeable that most patients

will stabilize before two years.

I realize that neither you nor CVH can remedy an unconstitutional statute,
but CVH could attempt to conform their practice to the constitution by following
Fasulo and initiating commitment reviews when the treatment team reasonably
foresees/determines that the person will be or is no longer a danger to self or others
or gravely disabled. In the alternative, the treatment team could chart that the
person is no longer a danger to self or others or gravely disabled and offer them

voluntary status or discharge.’ :




In compliance with our consent decree, we are putting the State on notice of
our concern about the constitutionality of C.G.S. § 17a-498(g).

C.G.S. § 17a-498(g) violates the due process clause of the Constitution of
the State of Connecticut for failure to provide for state-initiated periodic
commitment reviews immediately after it is foreseeable that the patient no longer
has a psychiatric disability, is a danger to self or others, or is gravely disabled. “. .
[T]he original involuntary commitment proceeding can only establish that the state
may confine the individual at the time of the hearing and for the foreseeable
period during which that status is unlikely to change. Upon the expiration of
that period, the state’s power to deprive the patient of his liberty lapses and any
further confinement must be justified anew. The state, therefore, must bear the
burden of initiating recommitment proceedings.” Fasulo v. Arafeh, 173 Conn.
473, 556-557 (1977) (Emphasis added). “At the least, due process requires that the
nature and duration of commitment bear some reasonable relation to the purpose
for which an individual is committed.” Jackson v. Indiana, 406 U.S. 715,738
(1972)(Emphasis added.). “Nor is it enough that Donaldson's original confinement
was founded upon a constitutionally adequate basis, if in fact it was, because even
if his involuntary confinement was initially permissible, it could not
constitutionally continue after that basis no longer existed.” O’Connor v.
Donaldson, 422 U.S. 563, 574-575 (1975)(Emphasis added:).

Many states have much shorter periodic reviews. Delaware, 3 months and
then every 6 months, 16 Del. Code §§ 5010 and 5012; Wisconsin, 6 months, Wis.
Code § 51.20(13)(g); Massachusetts, 6 months for first order of commitment and 1
year upon commitment review, M.G.L.A. Ch. 123 Sec. 8; Maine 4 months on.
initial commitment and up to 1 year on recomrmtment 34-B MRSA § 3864(6) and
(7); New Hampshire, individualized based on condition but no longer than 5 years,
Section 135-C:45 and 46; Vermont, 90 days on initial order and 1 year thereafter,
VT ST T. 18 §7619 and §7621; Rhode Island, 6 months, R.I. Gen. Laws §40.1-5-8
(Periodic reviews required every 90 days - §40.1-5-10.)

Currently the statute only requires the state to initiate a full due process
judicial hearing every two years. Many if not most patients are no longer a danger
to self or others or gravely disabled well before two years. Therefore, the statute is
unconstitutional. A statutory periodic hearing to review the commitment only once
every two years is not reasonably calculated to ensure review of each patient
shortly after the “foreseeable period during which that status is unlikely to
change.” The State should review each patient on an individual basis and request
review of the commitment when professional judgment reasonably estimates that

4




the person’s condition will be stabilized and they are no longer a danger to self or
others or gravely disabled. Clinically, at CVH, each patient’s need for hospital
level of care is supposed to be reviewed every 30 days and at every treatment team
meeting. The State’s duty to initiate a periodic review of commitment is separate
and distinct from a physician’s clinical review of the discharge readiness of the

patient.

Conclusion

I request that CVH immediately stop offering patients waiver of their right
to an annual hearing to review their involuntary commitment. I request the names
of all patients who were offered and signed the inadequate waiver so that we may
meet with them, give notice to the court and request preliminary hearings in
accordance with law or a periodic review of their commitment. Persons
involuntarily committed at CVH have a constitutional due process right to periodic
review of their commitments when it is reasonably foreseeable that they are not
dangerous to self or others or gravely disabled. C.G.S. § 17a-498(g) violates due
process and the Patients’ Bill of Rights because it only provides for a periodic

review hearing initiated by the state once every two years. Two years is outside
the bounds of due process because it is not individualized and it is too long for the
vast majority of patients. It is reasonably foreseeable that most patients will
stabilize and not remain a danger to self or others or be gravely disabled long
before two years. Periodic review of commitment must be individualized, initiated
by the state, and requested at much shorter intervals, depending on each patient’s

recovery.

Sincerely,

c. The Honorable Joseph Marino
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CYH:160 CONNECTICUT VALLEY HOSPITAL
Rev. 1710 - NOTICE OF ANNUAL JUDICIAL REVIEW OF CIVIL COI\/ﬂ\ﬂTI\rIENT
PaﬁthMe: : ' : MPI#: Unit:

: Date of the (ongma!) Probate Coust Civil Commltlnent'

» | Date- of Last Probate Court le Conumtmenl Teview by the J’udnc of Pmbatc Court::

orR’
Date of Last Whaiver of Judicial Review:

' E] Lot asinual udjcial Review was waived (previous year)
1 Request for revmw of. Pmbatc Civil Commiiment (application) sent to the Pmbate Cnurt on:

= Ypur present stafus as & patient at Connectxcut Valley Hospital is one of cml commltmcnt by order
ofa court of probate. '

. Pursuantio Connecticut: Gerneral Statutes Section’ 17a-498(g), yowhave the right to annnally request -
- that the probate coutt conduct ahearing to review v your civil commltmcnt status :

e g , Ifyou méh to'have your commmne.nt statys rewewed by the pmbat&court this ycar, youmay be
-repxe.sanred by an attoriey andhave independent psychiatric testimony. The-courtmay orderthet
your cominitment be conlmued or that you be. dtscharged from care at Conhecticut Vallcy Hospital.

S youdo not wishto goto court, Yyou'Tazy waive yournght*to 2 hearmg at this time, subject to |
' - firther'periodic. court review. You will then retain status-as a‘Connecticut Vallcy Hospital patient .

" whois civilly cemmnted by otder of the probate court.

: Hgt_ring read and;havmg been: mfome'd;of the ‘aboves

l:]_ I wish to: have the probate court review my legal status. ' ' o~

[0 1DONOT wish to have the probate cowrt review my lega! status. ‘
' ‘Review by the probate court will-take place o your next scheduled date (next year) if you are

still h03p1tahzed at Connecticut Valley Hosp1tal on & probatc ‘coutit order of civil”

commmncnt.
‘Paﬁent-‘Signat‘urc: o Date:
J R , Date:
'Wz!ness Signatlms T ~ Print Name

- -Submit eompleted form to Health Infnrmatmn Management for further processing.

. “File. Ongmal Leﬂral Section ofthr: Medical Record - | -
' Copy to' e Comt of Probatc 94 Cou:t Street IvﬁddletoWn, CT 06457 |




STA' E OF CONNECT CUT

DEPARTMENT OF MENTAL HEALTH AND ADDICTION SERVICES
CONNECTICUT VALLEY HOSPITAL

February 10, 2012

Kirk W. Lowry, Esq.
Legal Director

CT Legal Rights Project
P.O. Box 351

Silver Street
Middletown, CT 06457

Dear Attorney Lowry:
Enclosed please find the following documents that have been revised:

1. Connecticut Valley Hospital Operational Procedure 9.5 — Legal Status: Admission and
Changes in Legal Status
2. CVH-160 Form: Notice of Right to an Annual Probate Commitment Hearing

Sincerely, :

b](iﬂbw M \/Néé, m sl

Helene M. Vartelas, MSN
Chief Executive Officer

Enclosures
¢ Rosemary McGovern, Esq., Office of the Attorney General
Thomas Pisano, M.D, CVH Chief of Professional Services
Timothy Denier, CVH Director of Accreditation & Regulatory Compliance

Linda Gagnon, CVH Director of Health Information Management

Phone: (860) 262-5000 EXHIBIT

P.O. BOX 351 SILVER STREET, MIDDLETOWN, CT 06457
An Equal Opportunity Employer




cvH-160 DEPARTMENT OF MENTAL HEALTH  Patient Name
Rev. 02/12 AND ADDICTION SERVICES
CONNECTICUT VALLEY HOSPITAL MPH#:

Print or Addressograph Imprint

[ 1General Psychiairy Division Unit:
[ 1 Whiting Forensic Division

NOTICE OF RIGHT TO AN ANNUAL
PROBATE COMMITMENT HEARING

=  Your present status as a patient at Connecticut Valley Hospital is one of civil commitment by
order of a court of probate.

= Pursuant to Connecticut General Statutes Section 172-498(g), you have the right to an
annual probate court hearing to review your civil commitment status.

Date of last Probate Court Civil Commitment Hearing:

- An application to schedule an Annual Probate Civil Commitment Hearing will be sent to
the Probate Court on your behalf,

I hereby acknowledge receipt of Notice of the Right to an Annual Probate Commitment
Hearing.

Patient Signature Date

Print Date

Physician/Designee Signature

Patient has declined to sign this form.
Staff Signature Print Date

ORIGINAL — Chart (Legal Section)
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CONNECTICUT VALLEY HOSPITAL
OPERATIONAL PROCEDURE MANUAL

SECTION II: Organization Focused Functions

CHAPTER 9: Management of Human Resources

PROCEDURE 9.5: | Legal Status: Admission and Changes in Legal
Status

REVISED: 11/2006; 11/19/09; 12/14/09; 2/6/12

GOVERNING BODY

APPROVAL:

Purpose:

All patients hospitalized at Connecticut Valley Hospital (CVH) will be in accordance with
Connecticut General Statutes regarding commitment of persons to a psychiatric hospital.

Policy:
Health Information Management monitors the patient’s legal status according to the Connecticut

General Statutes. Changes in legal status, to include the filing of applications with the Probate
Court, are performed by Health Information Management (HIM).

Procedure:

Upon admission to CVH the patient’s legal status is verified and entered in the DMHAS Information
system by HIM. The patient’s legal status is monitored during the hospitalization according to the
Connecticut General Statutes. Changes in legal status, include the filing of applications with the
Probate Court, are performed by HIM. Changes in legal status are entered in the DMHAS
Information System as they occur.

I. VYolumtary Status:
A person may request to be admitted to a facility for observation, treatment and assistance in
recovery from mental illness.

A. The patient signs a Voluntary Status request upon admission.

1. A Conservator of Person may not sign an application for Voluntary Commitment for a
patient. :

2. A conserved patient may sign an application for Voluntary Commitment.

3. The Judge of the Probate Court is notified by HIM when a conserved patient is admitted
to CVH and signs an application for Voluntary Commitment.

4. The Judge of the Probate Court assigns an independent psychiafrist to examine the
patient to determine if the patient understands the Voluntary Commitment statutes. The
Judge will either allow the patient to sign the Voluntary Commitment or schedules a
Probate Court hearing for further information and/or commits the patient to CVH
involuntarily.

B. The patient may elect to rescind this Voluntary Status by signing a Revocation of Voluntary
Status form.
Page 1 of 4




Revocation of Voluntary Status (3-day letter)

1. The facility has 3 working days, including the date the revocation form is signed, in
which to:

a. file arequest for Probate Court Commitment; or,
b. elect to discharge the patient, if appropriate.

2. The patient may elect fo retract their request for a Revocation of Voluntary Status, in
writing, at any time during the 3 working days.

Retraction of the 3 day letter in an attempt to forego a commitment hearing is allowed

only at the request of counsel, the attorney remains on the court file and thereafier

represents the patient should a similar situation develop regarding the 3 day letter.
Physician’s Emergency Certificate - (15-DAY PEC):

1. If a person, when seen by a qualified physician in an emergency room, mental health
clinic, or elsewhere meets the criteria for admission under this statue they are admitted
for evaluation/treatment for 15 days. The patient can request a hearing for Probable
Cause anytime during the 15 days (15-day PEC).

2. The patient may at any time during the 15 days elect to sign an application for a
Voluntary Status. : :

3. If, during the 15 days the psychiatrist feels that the patient should remain in the hospital,
he/she:

a. Asks the patient to sign a request for Voluntary Status; or,
b. Requests an Involuntary Commitment by the Probate Court.
Patient Request for a Probable Cause Hearing:

The Court must hear the case within 72 hours from receipt of the request excluding Saturday,
Sunday and Holidays.

1. TheProbate Court appoints an attomey to see the patient prior to the court hearing. Once
legal counsel has been appointed by the Probate Court a hearing will only be continued or
retracted at the request of the attorney, or by the Court on its own motion,

2. The Judge determines if there is sufficient evidence to have the patient remain in the
facility or to release the patient.

'II. Involuntary Commitment by the Probate Court:

A.

B.

Once the formal application for a Probate Commitment has been received, a hearing is
scheduled within 10 business days from the date of request.

If prior to the hearing it is determined that the patient is no longer in need of hospitalization,
the patient may be discharged. The Probate Court is notified of the canceled hearing,

The Probate Court allows the patient to sign an application for Voluntary Status at any time
up to the entering of an order for commitment by the Probate Cout.
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. Two "independent" Physicians (one medical, one psychiatric) are appointed by the Probate

Court to examine the patient and to testify at the hearing,

. An attorney is appointed by the Probate Court to represent the patient.

. The Judge determines if there is sufficient evidence to have the patient remain in the facility
or releases the patient.

. Annual Review of Probate Commitment/Right to Request Probate Commitment Hearing:

1.

5.

Connecticut General Statutes § 17a-498(g) requires CVH to provide notice to
each patient at least annually of their right to a hearing in probate court to
review their commitment.

Health Information Management notifies the patient’s attending
physician/designee one month prior to the anniversary of the patient’s
commitment that it is filing an application for a probate commitment hearing
with the court, and that a hearing will be scheduled.

" The attending physician/designee informs each patient of their right to a probate

court commitment hearing and that CVH Health Information Management will
file an application requesting a hearing on the patient’s behalf. This notice is
documented in the medical record on form CVH-160.

HIM provides the probate court with a list each month of all patients who have
been confined at CVH for at least one year since the last probate commitment
hearing on the patient’s confinement. The monthly list includes the date of the
last probate court commitment hearing for each patient.

The Probate Court arranges any required pre-hearing evaluations.

. Revocation Hearings:

1.

Any patient involuntarily committed by the Probate Court may apply for a revocation
hearing.
The patient applies directly to the Judge of the Probate Court.

Once the patient has set in motion the challenge of their commitment the Probate Court
assigns an attoméy to represent the patient. A hearing is scheduled on the patient’s
request for revocation. A court hearing will only be continued or retracted at the request
of the attorey.

Patients Involuntarily Committed by the Probate Court have a right to request to sign a
Voluntary Commitment:

1.

17a-510 of the Connecticut General Statutes was amended in the 1994 legislature to grant
a patient’s request to change their status to Voluntary without (further) action by the

Probate Court.
The treating psychiatrist/physician forwards the patient’s request (CVH-160a 2/97) to

become voluntarily committed together with an evaluation of the patient’s competency to
the Medical Director (General Psychiatric Division (GPD) or Whiting Forensic Division

(WFD)) as appropriate.
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3. The Medical Director reviews the evaluation and determines if the request to become

voluntarily committed is granted. The request form is then forwarded to HIM for
processing. '

4. If'the Medical Director concludes that the patient is competent, the CVH Court Liaison in
HIM notifies the Probate Judge who originally committed the patient of the change in
status.
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Introduction

In Section 356 of Public Act 15-5 of the June Special Session, the Connecticut Legislature directed the
Connecticut Department of Mental Health and Addiction Services (DMHAS) to study the adequacy of
psychiatric services in the state, in collaboration with other state agencies, hospitals, providers, and other
stakeholders, and ultimately submit a report to the Legislature by January 1, 2017. Legislators requested that
this report examine inpatient and outpatient services, as well as make recommendations regarding state needs,
costs, and funding sources for services in the adult and child mental health systems. Based on this legislative
charge, this report focuses solely on mental health services within the state.

The impetus for the legislative mandate grew out of ongoing concerns that have been the focus of study in
Connecticut over the past ten to fifteen years. Various reports in Connecticut have identified inadequate
inpatient services for children and adults, gaps in high intensity community services, and fragmentation related
to mental health funding and service delivery in Connecticut. These concerns have previously been documented
in the Connecticut Blue Ribbon Commission on Mental Health (2000), Mental Health Transformation Report,
and the Office of Health Care Access’ Report to Examine Hospital Inpatient Behavioral Health Bed Capacity
for Children (2006). Issues identified in these Connecticut reports often mirrored those that have been observed
on the national level.

This report examines how the system can better manage current psychiatric beds and looks at what community
resources are essential to lessening the demand for inpatient services. A comprehensive community system that
has a broad range of services to divert individuals from inpatient care coupled with a broad spectrum of
discharge options is essential to addressing deficiencies in the system. The demand for inpatient care is
integrally linked to the strength of the community system.

Information in this report has been gathered from a broad range of stakeholders. DMHAS was informed by
statewide forums that have been held with providers, advocates, and family members over the past year.
Regional focus groups have been held with providers as the state has grappled with budget cuts and the need for
system redesign and innovation. Regional planning groups contributed to the report by formally surveying their
communities and provided valuable information regarding mental health needs that are of local and statewide
concern. The Connecticut Hospital Association, through their behavioral health leadership, provided
information about the contributions hospitals make along with their observations about system needs. The
report incorporated information from a number of state agencies including the Department of Children and
Families, the Department of Public Health and their Office of Health Care Access, and the Department of Social
Services.

The data presented in this report include a range of information related to Connecticut’s mental health service
system, and provide a core set of facts about the system. The report includes data about inpatient and residential
bed capacity in Connecticut; diversionary services, such as crisis and respite programs; and, additional
community services including Assertive Community Treatment (ACT) and similar programs. Connecticut has a
long tradition focused on recovery and a life in the community.

The report is being prepared against a backdrop of significant changes on the national and state level that are
likely to influence mental health funding and service delivery. The recent Presidential election may bring
changes to Medicaid as the nation grapples with universal health care. On the state level, Connecticut’s new
economic reality is forcing state agencies to rethink their missions and critical priorities. In light of this
backdrop most of the report findings and recommendations are focused on better managing existing resources



and the development of low cost innovations that can address issues identified in this report. A small number of
recommendations will be presented which can only be implemented if new funding is identified in the future.

Background and National Trends in Mental Health Service Delivery

The publicly funded mental health system across the country has been undergoing significant transition. A
number of factors have been influencing the national and state landscapes. The Great Recession, introduction of
the Affordable Care Act, mental health parity, and continued reductions in publicly funded inpatient psychiatric
beds are just some of the factors impacting mental health service delivery across the country. The Great
Recession has caused huge deficits in many states which have led to reductions in the mental health service
delivery system. At the same time the Affordable Care Act (ACA) and mental health parity are expected to
increase the number of individuals who now have insurance or have more equitable mental health benefits
making them more likely to seek out treatment. Those factors are more recent in nature but others, such as
deinstitutionalization, began many years ago and have continued to impact the present.

Various groups have highlighted the reductions in publicly funded inpatient psychiatric beds. The Treatment
Advocacy Center (TAC) in a 2012 report titled “No Room at the Inn” (Fuller et al.) and an updated 2016 report
Going, Going, Gone (Fuller et al.) described these reductions and the impact they were having on mental health
systems across the country. The TAC 2016 report indicated that publicly funded beds had decreased from a high
of 337 beds per 100,000 population in the 1950’s to 11.7 beds per 100,000 in 2016 (Fuller et al. 2016 p.2)
While there may be some disagreements about the precise numbers, what cannot be disputed is the fact that
publicly funded inpatient psychiatric beds have reduced dramatically over the past six decades. The TAC report
shows that the trend has continued since 2010 when data was first gathered for their report. They recently
reported that approximately 6,000 additional publicly funded beds had been lost since 2010. (Fuller et al 2016
p.7). It is interesting to note that this report showed that Connecticut had the 6" highest bed per capita rate in the
country at 17 beds per 100,000 people.

Various studies have shown that several factors have influenced this trend. The original impetus came from the
deinstitutionalization movement which accurately advocated that many people who were being “warehoused” in
state hospitals could live and flourish in the community. However, the success of deinstitutionalization is
closely tied to the degree to which states invest in community support services. A comprehensive community
mental health system that includes residential, diversionary services and intensive supports like assertive
community treatment, and medication management are necessary ingredients if individuals are to successfully
recover in the community. Many states that have closed psychiatric hospitals have not re-invested these savings
back into community services. Even in states where there may have been significant investment in community
mental health services, the Great Recession has led to major cuts in state general funds devoted to behavioral
health as states have dealt with containing severe budget shortfalls. The slow financial recovery in many states
is placing additional pressure on community mental health services.

At the same time, many states across the country have seen their remaining general psychiatric beds eroded by
increased demand for forensic inpatient psychiatric services. The TAC reports that approximately half of the
11.7 beds per 100,000 populations are now occupied by forensic patients (Fuller et al 2016 p.2). While the
degree to which forensic beds have eroded beds that were allocated for the civil population has not been
precisely quantified, it is clear that in many states the demand for forensic beds has had a major impact on bed
availability. The reductions in bed capacity and increased forensic demand have led states to create wait lists for
inpatient psychiatric services. States have reported that this increases the number of individuals who are waiting
in hospital Emergency Departments (ED’s), on community inpatient units, or in jails. Severe budget shortfalls,
reduced or eroded bed capacity, and reductions in community mental health support services have led many to
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question the adequacy of our mental health services. The most recent TAC report describes a phenomenon
called Emergency Department (ED) Boarding where ED’s will hold difficult patients in the ED even if a bed is
available on a hospital’s psychiatric unit. This is done to pressure state authorities to admit these patients. While
the degree to which this may be happening in Connecticut has not been quantified, it is likely that this is
occurring here as well. The ED Boarding may be used when no reimbursement exists or hospitals fear that
patients fall into one of the difficult to discharge categories described below. Another phenomenon has been
observed on the national level. Geller and others have written that many hospitals now retain a group of difficult
to discharge patients. (Fisher, Geller, Pandiani 2009) Geller referenced a Massachusetts study conducted in
2008 which found that a number of patients had significant discharge barriers including complex medical
conditions, inappropriate behaviors difficult to manage in the community, and problematic sexual behaviors that
may place patients and others in the community at risk (Meyerhoff, Smith, Schieffer 2008). Geller’s article
separately described how many correctional systems recognized that certain inmates remained sexually
dangerous even after completing their sentences. Certain states have committed these individuals to psychiatric
hospitals as a means of protecting the public after completion of their sentence. These individuals are then
becoming part of a long-stay population with significant discharge barriers (Fisher, Geller, Pandiani, 2009).
This phenomenon is important because over time, these complex patients place increasing pressure on existing
psychiatric beds. If one assumes that each year the number of these individuals grows, this means a smaller
portion of beds are turning over each year, further reducing available bed capacity.

One final factor relates to the fragmentation that exists within the mental health service delivery system.
Multiple public and private funding streams finance mental health. The funding array includes Medicare and
Medicaid, Federal Block Grants, State General Funds, and private insurance. Consumers often have to navigate
an array of state and local providers with differing eligibility criteria. Supportive services that are essential for
recovery like housing and employment may operate in separate bureaucracies, further complicating the
coordination of care for persons with mental illness. Financial benefits that may be available to persons with
mental illness like Social Security Disability Income (SSDI) or Aid to Families with Dependent Children sit
under different state or federal agencies as well.

Interestingly, many of the national trends that have been described have not been observed in Connecticut.
Connecticut has not seen large reductions in state-operated bed capacity nor has Connecticut seen beds eroded
significantly as a result of increased forensic demands. Factors that have been evident in Connecticut will be
discussed below.

Trends Influencing Connecticut’s Mental Health System

The Connecticut Legislature’s charge to evaluate the adequacy of our mental health services was prompted in
part, by factors in Connecticut that were similar to those identified on the national level. At various times in the
last 20 years, Connecticut has studied mental health service delivery. This has included the Connecticut Blue
Ribbon Commission on Mental Health (2000) and the more recently the Mental Health Transformation
Initiative which was funded from 2005 through 2010 sought to build on recommendations of the New Freedom
Commission Report. Some of the national trends described earlier were reported in these earlier studies.

Deinstitutionalization and Reductions in Publicly Funded Psychiatric Beds

Connecticut has long been a leader in the deinstitutionalization movement. Like much of the country,
Connecticut had large numbers of persons with mental illness housed in state hospitals. In the early 1950’s,
Connecticut had over 9,000 individuals residing in three large state hospitals; Connecticut Valley Hospital,




Fairfield Hills, and Norwich State Hospital. During the 60°s and 70’s state hospital populations began to
decline. In the early 1980°s Governor O°Neill’s Blue Ribbon Commission on Mental Health served as an
impetus for the development of a community support system. This began the most extensive period of
community mental health service development for adults in Connecticut history. Dozens of new programs were
established including case management, psychosocial rehabilitation, vocational, emergency crisis intervention
and residential programs. DMHAS’ predecessor agency, the Department of Mental Health (DMH) established a
statewide network of Local Mental Health Authorities (LMHAs) that had clinical and administrative
accountability for the care of all poor people with serious psychiatric disabilities within a geographic area.
(Connecticut Blue Ribbon Commission on Mental Health 2000)

By the mid-1990s, the community system was considered to be sufficiently strong to permit closure of two of
Connecticut's three large state-operated psychiatric hospitals. Following the national trend to shut down these
facilities, Fairficld Hills Hospital closed in 1995, followed by Norwich Hospital in 1996. Concurrently, a
variety of new community programs were established specifically for the patients being discharged. Others
were expanded. The state contracted with several general hospitals and a private psychiatric hospital for acute
inpatient psychiatric services. Some patients who could not be placed in community programs were transferred
to Connecticut Valley Hospital (CVH), which expanded its bed capacity to accommodate them.

Most recently, Connecticut closed Cedar Ridge Hospital in July 2010. Cedar Ridge was serving approximately
100 patients before the closure. The closure resulted in a net loss of approximately 20 beds as some patients
were transferred to CVH, beds were increased at Greater Bridgeport, and intermediate beds were purchased at
St. Vincent’s Hospital in Bridgeport. Today’s state-operated bed capacity is the same as it was in 1997, 550
beds. Unlike other states, Connecticut has not seen significant bed reductions over the past 20 years.

Forensics and Bed Availability

Connecticut also differs from national trends in that beds for civil patients have not been significantly eroded by
increased demand for inpatient forensic psychiatric services. In 1997 Connecticut had 213 forensic beds and
currently has 232 of these beds, a 10 % increase. During the period from 1997 to the present, bed capacity for
forensics has fluctuated rising at one point to 269 in 2001 and then dipping to the current capacity of 232.
However, forensic patients that are referred for competency evaluations do compete for beds that may be
reserved for civil patients. This occurs when a patient is found to be incompetent and non-restorable. These
patients may be evaluated in a community setting but then require hospitalization, ultimately becoming civil
patients. These patients then compete for available beds within the state system. In the past year, Community
Forensics staff have conducted a record number of community evaluations, between 550 and 600 last year. It is
estimated that approximately 200 of these patients who were evaluated in the community will require an
inpatient bed and cannot be diverted. A portion of these patients will be found to be incompetent and norn-
restorable.

Forensic patients impact bed availability because certain forensic patients require a lengthy discharge process.
A number of forensic patients at CVH are under the jurisdiction of the state’s Psychiatric Security Review
Board (PSRB). These are individuals that have been found “Not Guilty by Reason of Insanity” (NGRI). The
discharge plans for these patients often moves slowly in increments as the PSRB must monitor, review and
approve discharge plans. Individuals that are found to be NGRI may have prolonged periods of transition as the
patient gradually increases their time in the community. The normal route may include day visits to a program,
overnight visitations that increase over time, and finally discharge and community placement which could
unfold over a period of a year or longer. Patients under the jurisdiction of the PSRB ofien face community
barriers because their discharge plans are available to the public and communities often oppose discharges to
their communities that involve PSRB patients. Communities are often concerned about risks associated with




these clients. The community opposition may delay these transitions resulting in fewer beds being available for
new admissions.

Access to State Beds and Wait List

While bed capacity has not changed significantly, it can be difficult for private hospital psychiatric units and
emergency departments to access state beds for patients who may require longer-term care. Connecticut has
maintained a wait list for a number of years in order to track and prioritize requests for state-operated beds.
Private hospitals refer those individuals that they believe will require a state bed, and DMHAS records and
tracks the information until the patient is either accepted to a state bed or has an alternative disposition. While
the clinical profile of who is referred to the wait list varies, these individuals often lack insurance or may not
meet medical necessity criteria, may have histories of violent or criminal behavior, and may have serious
medical conditions in addition to serious mental illness. Hospitals may have some familiarity with these
individuals and may perceive that significant discharge barriers exist. The average wait time for a state bed has
increased significantly over the past 5 years, increasing from an average wait of 18 days in FY 12 to 27 days in
FY 16. The wait list will be discussed later in the report, but there are individuals who wait in a lower level of
clinical care then needed for a state bed to become available.

Current Economic Climate and Access to Community Services

Hospitals also express that they are unable to access community services that might divert individuals from
inpatient stays or reduce the lengths of stay. This issue is one that may become more critical in the next several
years as grants provided to community mental health services are reduced as a result of declining state revenues
and increased deficits.

State agencies have been evaluating how they will manage significant budget reductions and have been
involved in processes to clarify essential core services. These potential cuts would likely have some impact on
diversionary services like crisis or respite and they may also impact what services are available to support
discharge or step-down from inpatient psychiatric care.

Affordable Care Act and Medicaid Expansion

Mental health and substance abuse services in Connecticut have been heavily influenced by the implementation
of the Affordable Care Act (ACA). Connecticut was among the first states to create a state option to provide
coverage to childless adults with incomes of 133% of the federal poverty level (FPL). These individuals were
previously receiving a Medicaid-like benefit through the State Administered General Assistance (SAGA)
Program. They became eligible for Medicaid in April 2010 and the program was called the Low Income Adults
(LIA) program. Effective January 1, 2014, Connecticut took advantage of Medicaid expansion. At that time,
Connecticut expanded Medicaid to all individuals not eligible for Medicare under age 65 (children, pregnant
women, parents, and adults without dependent children) with incomes up to 138% FPL. The state was eligible
for enhanced federal matching payments for these newly eligible beneficiaries. These changes, along with the
implementation of Connecticut’s Health Exchange, Access Health CT, expanded the number of individuals who
were cligible for Medicaid or subsidies through the Health Exchange. Access Health CT has been instrumental
in reducing the number of individuals in Connecticut who were uninsured. It was estimated in September 2015
that approximately 137,000 individuals were uninsured in Connecticut, approximately 4% of the state’s
population.

The Medicaid expansion under ACA means that more Connecticut residents are covered by insurance and
therefore eligible for mental health and substance abuse services. While the increased coverage is good for
Connecticut citizens, this may place increased pressure on providers within the state as mental health and
substance abuse services become more accessible. 1t is important to recognize that the recent election may
destabilize the mental health and substance abuse system. While some aspects of the ACA may remain, the




elimination of ACA has the potential to increase the number of uninsured in the state making increased numbers
more dependent on the state’s safety net at a time when Connecticut’s economy is incapable of paying for
service needs that were previously covered by Medicaid.

Overview of the Connecticut’s Mental Health Service System

Mental health services in Connecticut are delivered or managed by a number of state agencies. The
Departments of Social Services (DSS), Children and Families (DCF), Correction (DOC), Mental Health and
Addiction Services (DMHAS), and the Court Support Services Division (CSSD) all have some role in mental
health service delivery. The state’s mental health authority is DMHAS. Children’s mental health services are
managed by the Department of Children and Families. DSS is the state’s Medicaid authority and they manage
the behavioral health aspects of that program in collaboration with DMHAS and DCF. Each of the other entities
listed above have specific target populations such as inmates, or those persons that are court involved.

The Department of Mental Health and Addiction Services (DMHAS) promotes and administers comprehensive,
recovery-oriented services in the areas of mental health treatment and substance abuse prevention and treatment
throughout Connecticut. The mission of the Department of Mental Health and Addiction Services (DMHAS) is
to improve the quality of life for Connecticut residents by providing an integrated network of comprehensive,
effective and efficient mental health and addiction services that foster self-sufficiency, dignity and respect. The
Department has a budget of approximately $700 million, employs over 3,200 staff statewide, and treats over
110,000 Connecticut citizens annually in both our mental health and addiction service system. When one
considers solely the mental health portion of the DMHAS service system, over 57,000 unduplicated clients were
served in the DMHAS mental health treatment system in FY 16.

While the Department's prevention services are available to all Connecticut citizens, its mandate is to serve
adults (over 18 years of age) with psychiatric or substance use disorders, or both, who lack the financial means
to obtain such services on their own. The Department manages a comprehensive array of state-operated or
funded mental health and addiction treatment services. DMHAS also provides collaborative programs for
individuals with special needs, such as persons with HIV/AIDS infection, people in the criminal justice system,
those with problem gambling disorders, pregnant women using substances, persons with traumatic brain injury
or hearing impairment, those with co-occurring substance abuse and mental illness, and special populations
transitioning out of the Department of Children and Families. The Department has also developed programs
with other state agencies through collaborative contracting mechanisms.

DMHAS is the mental health and substance abuse authority for the state of Connecticut. The agency operates
six Local Mental Health Authorities (LMHAs) and funds seven others operated by private non-profit agencies.
These LMHAs are responsible for coordinating mental health care for individuals residing in these
communities. Each LMHA manages a comprehensive community mental health system that includes a broad
spectrum of services including crisis and respite, jail diversion, a range of residential programs, medication
management and outpatient counseling, and specialized housing and employment services. Over 100 providers
deliver mental health services through DMHAS’ funded or operated mental health system.

Certain services in the DMHAS mental health system are especially relevant to this study. This includes
inpatient, residential, diversionary services, and intensive community supports. Most of the services that
DMHAS “purchases” through grants are services that are not reimbursable meaning Medicaid, Medicare, and
other insurers do not include these services in their core benefit packages. This includes inpatient services,
residential, mobile crisis and respite, intensive case management and recovery support services focused on
employment and housing. The Department operates four inpatient psychiatric treatment facilities with an overall
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capacity of approximately 550 psychiatric beds. Just over 230 of these beds are allocated for the forensic
population at Connecticut Valley Hospital. Inpatient and substance abuse residential programs are provided in
Hartford and in Middietown. DMHAS also contracts with two private hospitals for intermediate level of care
beds. These beds are located at 4 hospital locations in Hartford, Bridgeport, New Haven, and Middletown.
Several of these facilities provide transitional units, high intensity residential services for individuals that no
longer meet the criteria for inpatient care, but still require a high degree of staff supervision and structure.

Diversionary services are a critical component in a mental health system. This typically refers to programs like
mobile crisis, brief care and respite, and jail diversion. These services are designed to intervene, often in an
emergency, in order to evaluate and rapidly treat an individual in order to divert them from inpatient
hospitalization. Respite programs offer short-term beds, supervision, and supportive programming in an effort
to stabilize an individual whose psychiatric condition may be deteriorating. Jail diversion programs operate in a
similar manner, but are focused on individuals that have been arrested. These programs are designed to divert
persons with mental illness from the criminal justice system. While not specifically focused on diverting
individuals from hospitalization, diversion from criminal justice into a range of community support helps to
maintain these individuals in the community.

Residential services are critically needed services when a patient is ready to be returned to the community.
They are also essential supports for those individuals that require a high degree of structure in order to be
maintained in the community. DMHAS offers a comprehensive array of residential options with varying
degrees of supervision and support. This continuum includes group homes, intensive residential programs,
supervised apartments, and case management supports for individuals that are living within scattered site
apartments in the community.

Connecticut’s mental health services for children are managed and delivered through another state agency, the
Department of Children and Families (DCF). Issues related to children’ services will be discussed in a separate
section of the report.

DMHAS has also developed a unique interagency collaboration with the Departments of Social Services and
Correction and the Office of Policy and Management to develop a contract with a privately operated nursing
home that would accept referrals for individuals who met nursing home level of care but were difficult to place
because of past risky behaviors. 60 West began accepting patients in April 2013 and currently serves over 70
patients. This creative venture has allowed DMHAS to discharge or divert patients from inpatient settings to a
more appropriate level of care thus freeing up beds in the state-run hospital system.

The DOC provides behavioral health services to inmates through the UCONN Health Center’s Correctional
Managed Health Care (CMHC). Their 2016 annual report (UCONN Health Correctional Managed Health Care
Annual Report, July 1, 2015) indicates that the CMHC provides Connecticut’s inmate population with
comprehensive mental health assessment and treatment modalities. The annual report indicated that CMHC
social workers, psychologists, and psychiatric nurse clinicians provided over 187,000 visits that included 20,579
suicide assessments. There were almost 20,000 visits to psychiatrists and almost 18,000 to Advanced Practice
Registered Nurses. Fifteen DOC facilities provide outpatient mental health services; ten of the fifteen
correctional facilities have inpatient mental health infirmaries; four facilities offer supportive congregate
housing; six facilities offer specialized sex offender services including York Correctional Institution for women.
The mental health department is comprised of 10 Psychiatrists, 14 Psychologists, 7 mental health Nurse
Practitioners, 64 Social Workers, and 20 Professional Counselors {as of June 2016).

Mental Health needs of veterans in Connecticut are setved through the Connecticut Veteran’s Administration

Healthcare system in West Haven.
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DSS and Medicaid and Affordable Care Actin CT

Medicaid is one of the largest funders of mental health services in Connecticut. The state’s Medicaid authority,
DSS, funds a range of mental health services including Outpatient, Intensive Outpatient, Partial Hospitalization
and Inpatient services. In addition to the core services offered under the state’s Medicaid program, DSS
collaborates with DMHAS to provide specialized services under several Medicaid waivers including the Home
and Community Based Waiver (HCB), the Acquired Brain Injury (ABI) Waiver, and Medicaid Rehab Option
(MRO) Group Home program. The MRO Group Home Program provides reimbursement to private providers
that are offering intensive residential services to Medicaid eligible clients.

The CT Behavioral Health Partnership (BHP) is a Partnership that consists of the Department of Children and
Families (DCF), the Department of Social Services (DSS), the Department of Mental Health and Addiction
Services (DMHAS), Beacon Health Options and a legislatively mandated Oversight Council. Expanded in 2011
to include DMHAS, the contract is designed to create an integrated behavioral health service system for our
members: Connecticut’s Medicaid populations, including children, families, and childless adults who are
enrolled in HUSKY Health and DCF Limited Benefit programs.

DSS and DMHAS have collaborated to provide targeted case management services (TCM) and most recently
DMHAS has implemented Behavioral Health Homes (BHH), an innovative program designed to better integrate
behavioral health and physical health. Fourteen providers offer integrated care to high-need individuals within
these agencies. TCM and BHH services are delivered by providers in the DMHAS system and qualify for
Medicaid reimbursement which returns to the state’s General Fund, unlike other Medicaid covered services
where providers directly receive payment for the service they provide.

Financing of Mental Health Services in Connecticut

Public mental health services are financed through a number of mechanisms that include state, federal, and
private funding. These sources including state General Fund appropriations, Medicaid, Medicare, commercial
insurance and federal grants. The state’s General Funds support a comprehensive array of mental health
programs in DMHAS, DCF, the Department of Correction, and in the Court Support Services Division of the
Judicial Branch. In addition, municipalities support mental health services (e.g., school social workers or school
psychologists) in local school systems. DMHAS and DCF also receive funding from the federal government in
the form of block grants. The largest block grant is the Community Mental Health Services Block Grant which
provides Connecticut more than $4.5 million per year. Federal funding also supports services that are
administered by the Veteran’s Administration.

Many community services in Connecticut are funded through state general funds, typically through grants to
mental health providers within the state. These grants support a comprehensive array of community services
including mobile crisis, respite, residential, assertive community treatment, case management, social
rehabilitation, and a variety of employment and housing supports. DMHAS grant dollars largely support
services that cannot be reimbursed by Medicaid or Medicare. These services are augmented by Medicaid
funding for mental health services, including Outpatient, Intensive Outpatient, and Partial Hospitalization. DSS
currently funds these services using a fee-for service methodology. Qualified providers receive a fee for the
service they provide.

There was a significant change made to the way inpatient psychiatric services were reimbursed by Medicaid in
2015. Prior to that time, inpatient psychiatric services were paid for through a complicated reconciliation
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process. Based on that methodology, general hospitals complained that they would lose money if patients had
lengths of stay in excess of approximately 15 days. It was believed that hospitals would avoid admitting
patients that might surpass that length of stay and instead refer those patients to a state bed. Beginning in
January 2015, DSS established per diem rates for any hospitals in Connecticut that provided inpatient
psychiatric services. They no longer use the reconciliation process and general hospitals receive payment for
each day of service provided the patient meets medical necessity criteria. While this change has been beneficial
to private hospitals, there are some clients who are admitted for inpatient psychiatric services and at some point
no longer meet medical necessity criteria and cannot be discharged for any number of reasons. This places the
hospitals in the position of bearing the cost for these patients. This concept of medical necessity governs the
quantity and length of treatment for outpatient and inpatient services.

DMHAS funds inpatient psychiatric services, acting as the payor of last resort for the needy individuals in the
State. Where possible, DMHAS bills insurers for these services. However, federal law makes many of the
individuals served within the state hospital ineligible for reimbursement due to what is called the IMD
exclusion. The Medicaid Institutions for Mental Diseases (IMD) prohibits the use of Medicaid funds for care
provided in mental health facilities larger than 16 beds. This Medicaid exclusion was originally put in place as a
means to reinforce the state’s role as the primary payor for inpatient mental health services. DMHAS does
receive funding for the “disproportionate share” of the Medicaid and uninsured patients they serve in their
inpatient facilities. These disproportionate share payments provide DMHAS with approximately $70 million in
funding for the care of these individuals that are under the IMD exclusion.

DMHAS contracts with several hospitals for intermediate care beds for those individuals that may require care
for lengths of stay betweenl to 90 days. St. Vincent’s Hospital receives funding annually which is expected to
support individuals that are uninsured or do not meet medical necessity criteria. DMHAS also funds 3 beds at
Natchaug Hospital. This contract was developed after the closing of Norwich Hospital and was intended to
provide community beds in that area. Similarly, St. Vincent’s contract was initiated after the consolidation of
Cedar Ridge Hospital in 2011. While most of the Cedar Ridge beds were consolidated at CVH or Greater
Bridgeport, some additional bed capacity was purchased through this contract.

State-Operated Inpatient Services in New England

When evaluating the adequacy of Connecticut’s bed capacity, it is important to evaluate how Connecticut
compares to the rest of the country and other New England states. A similar study which was conducted several
years ago in Colorado (NRI, Inc. et.al.,2015) compared that state’s per capita bed rate (per 100,000 citizens) to
an “average” of a grouping of Western states. These rates were calculated to determine if Colorado exceeded
this average. That study then presented information about the number of beds needed to equal that average and
the costs associated with building those beds. A per capita bed rate is developed by calculating the total number
of beds that are operated by the state and dividing them by the state’s census. That number is then multiplied by
100,000 in order to determine the bed rate per 100,000 population.

Interestingly, the literature on this topic does not contain any scientifically validated information about what is
considered to be the appropriate per capita bed rate to effectively manage demand for publicly run inpatient
psychiatric beds. The TAC Report “No Room at the Inn” (Fuller et al), developed a benchmark through a
consensus group of psychiatrists. They concluded that a state needed 50 beds per 100,000 citizens but this
estimate has never been tested or more thoroughly researched. At the time of their first study in 2012 the
national per capita bed rate was 14.1. One state had a per capita bed rate of 39 but no other state in the country
had more than 29 beds per 100,000 population. Connecticut ranked tenth in the country in that report. An

12



update to that report shows that Connecticut has the sixth highest per capita bed rate in the country with 17
beds, still far below the benchmark of 50 set by TAC.

The tables below show how Connecticut compares to the other New England states. The tables show the per
capita beds rates by using information supplied to DMHAS by each of the New England states. A simple survey
was sent to all of the New England states in 2016 asking them to confirm the number of beds they operate and
the number of replacement beds they contract for with private hospitals. The states were also asked to further
specify the number of beds allocated for forensic patients and the number of beds specifically allocated for
children. They were also asked to specify if oversight of forensic patients was managed by the state mental
health authority or by another state agency such as Department of Corrections.

It is often difficult to normalize data between states because some state mental health authorities operate
forensic beds and others have those beds managed by the state’s Department of Correction (DOC). This is true
in New England where several states have forensic beds which are managed by DOC. Massachusetts and New
Hampshire follow that model. Connecticut has forensic beds which are managed by the state’s mental health
authority and Maine has a hybrid model where some beds fall under the state’s mental health authority and
some beds actually are managed by the state DOC. Vermont does not specifically set aside beds for forensics
but any of their state-run or contracted beds can be used for forensic patients. No data was available for Rhode
Island.

Table 1 below shows the data in two ways. One column looks solely at those beds that are under the direct
management and control of the state’s mental health authority and then builds a per capita rate using that state’s
civilian census for 2015. A second column in the table adds in the forensic beds that are run by DOC.
Connecticut surpasses the New England per capita bed rate by almost 4 beds (17 to 12.8) when just looking at
beds under the authority of the state mental health agency. When the forensic beds that are managed under DOC
are added in, Connecticut still surpasses the New England average, but by a smaller margin, approximately 2.5
beds (17 to 15.4). Connecticut’s per capita bed rate is still well below the rate put forth by TAC. Based on a
population of approximately 3.5 million, Connecticut would need to create an additional 1,100 beds in order to
meet the bed rates recommended by the TAC. New England as a whole would have to develop over 7,300 new
beds in order to meet this threshold of 50 beds per 100,000 populations.

Table 1: New England State Operated/Funded Beds

State
State Operated/
Operated/ Funded
Funded Beds + DOC CIV15 Per-Capita Rates (beds/100,000)
Beds Beds Census
State Op/Fund State Op/Fund Beds + DOC
Beds Beds

Connecticut 611 611 3,583,582 17 17
Maine 156 180 1,328,185 11.7 13.6
Massachusetts 696 1,005 6,789,446 10.3 14.8
New Hampshire 198 238 1,328,991 14.9 17.9
Rhode Island’ 140 140 1,052,056 13.3 13.3
Vermont 84 84 625,462 13.4 13.4

New England: 14,707,722

! Rhode Island figures taken from FY 14 URS tables.
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Overview of Connecticut’s Inpatient Services

Inpatient psychiatric services in Connecticut are provided through 4 state hospitals, psychiatric units in 23
general hospitals across the state, and in 3 free-standing specialty hospitals which the Office of Health Care
Access (OHCA) labels as “Hospitals for Mentally 11l Persons”. The total inpatient psychiatric bed capacity in
Connecticut is 1,570 with approximately 162 of those beds focused on children. DMHAS manages state-
operated psychiatric beds; it also purchases additional bed capacity at several private hospitals across the state.
These private beds fill a need for intermediate level psychiatric treatment, while the state-operated beds are
more typically focused on patients requiring longer lengths of stay. The role of the state hospital has been to
provide services to persons that are inappropriate for other private inpatient options. This may have to do with
behavioral considerations, lack of viable insurance payments, or individuals that are likely to require long
lengths of stay that are not typically accommodated in the community. Another primary role for Connecticut’s
state hospitals is to serve forensic patients who are typically committed to DMHAS through court processes.
Others patients that are admitted to DMHAS are civil patients that are either voluntarily or involuntarily
admitted.

Data collected from OHCA shows the private hospitals in Connecticut generally serve individuals with private
or public insurance that require acute stays that are of a duration of less than 10 days. DMHAS’ community
hospitals located in New Haven, Hartford, and Bridgeport may have provided more acute treatment in the past
but recent data shows that the average length of stay at these hospitals continues to climb. These hospitals
previously provided intermediate lengths of stay (0-180) days or longer, but data show that the average length
of stay for all patients served within these facilities each year is now closer to 300 or more days. While some of
the patients seen in acute care hospitals may have connections to the DMHAS community system, many do not
and may have insurance coverage that limits community services that may be available to them. For example,
many private insurance carriers will not pay for residential care or services like assertive community treatment
(ACT) which may limit the discharge options available to private hospitals. Patients served within the DMHAS
inpatient system are typically linked back to DMHAS” system of care and can access a range of community
services funded by DMHAS. The state-operated and private psychiatric inpatient system will be examined in
greater detail below.

State-Operated Inpatient Services

The state-operated inpatient services are provided at 4 facilities; Connecticut Valley Hospital (CVH) in
Middletown, Greater Bridgeport Community Mental Health Center (GBCMHC) in Bridgeport, Capitol Region
Mental Health Center (CRMHC) in Hartford and Connecticut Mental Health Center (CMHC) in New Haven.
CVH has the largest capacity while the 3 other facilities are located in state-operated community mental health
centers. These community hospitals have much smaller capacities and have historically admitted patients that
would require shorter lengths of stay. They do not provide specialized services to distinct populations. The
exception is the Co-Occurring Unit at Greater Bridgeport and a range of specialized inpatient services clustered
at CVH. CVH has specialized units for the Geriatric, Persons with Acquired and Traumatic Brain Injuries
(ABI/TBI), Young Adults and General Psychiatry. The distinct specialization of these units may limit bed
availability because an individual may be discharged from one of these specialized units while an individual on
the wait list may not meet criteria for that type of unit.

All forensic inpatient services are provided through the Forensic Division at CVH which has a bed capacity of
232 patients. The Forensic Division provides services to individuals who fall into the following categories:
»  Psychiatric Security Review Board (PSRB) commitment
= Criminal court order for restoration of competency to stand trial
14



= Civil commitment (involuntary or voluntaty)
v Transfers from the Department of Correction (during period of incarceration or at end of sentence)

Connecticut, like most of the country, underwent a period where hospitals were closed or consolidated. Most of
this activity had ended by 1996 when Norwich Hospital was closed. Fairfield Hills Hospital was closed in 1995.
Since those closures, bed capacities have changed very little in Connecticut. The one exception involved Cedar
Ridge Hospital (CRH) which was closed in July 2010. At the time the decision was made to close CRH, the
facility was serving approximately 100 psychiatric patients. In order to accommodate the existing need, new
beds were consolidated at CVH and Greater Bridgeport; additionally, DMHAS purchased approximately 8
intermediate level beds at St. Vincent’s Hospital in Bridgeport. At the time of that closure, there was a net loss
of approximately 18 beds but DMHAS also developed new intensive residential programs in order to transition
other patients out of the hospital.

While overall bed capacity may not have significantly decreased, many states have been impacted by an
increased demand for forensic services. In those situations, beds that had been typically reserved for civil
patients have been taken over by increased demand for forensic beds. The following graphs show how bed
capacities have shifted over an almost 20 year period, and examine the extent to which Connecticut’s beds have
been impacted by forensic needs. Some beds are excluded from these graphs even though they are located at
CVH and CMHC. They are excluded because they are classified as residential programs. Both facilities have
programs that do not meet criteria for inpatient care but are used to transition or step-down patients who can be
maintained in a less restrictive setting. These beds are shown in tables that examine residential beds in
Connecticut.
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State-Operated and Funded Bed Capacity
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Figure 1: State Operated Inpatient Beds By Facility, 1997-2016

Figure | shows that the number of Connecticut state hospital inpatient beds has remained relatively constant
over the past 20 years, with a net gain of 11 beds since 1997. Several of the data points selected for the Figure
were used because they showed capacities just before Cedar Ridge Hospital (CRH) closed which occurred in
July 2009 or just after several large state-operated psychiatric hospitals closed. Fairfield Hills and Norwich
Hospitals closed in 1995 and 1996 respectively. It is important to understand that DMHAS has only included
beds that meet inpatient criteria in this analysis. Certain facilities have historically had a small number of beds
that were classified as residential programs. Those beds are not counted as inpatient beds. As an example, Cedar
Ridge Hospital had 16 residential beds at their facility when it was closed in July 2010. After that closure, some
beds were redistributed to other facilities.

An addiction treatment unit at Greater Bridgeport Community Mental Health Center became a 22 bed co-
occurring unit. The current bed capacity shows that, since the closure of Cedar Ridge Hospital, beds have been
increased at CVH (+49) and Greater Bridgeport Community Mental Health Center (GBCMHC) (+20). There
was a slight decrease (-18) in beds following the CRH closure, which was finalized in the summer of 2010.
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Figure 2: Acute & Intermediate Beds Including Private

Figure 2 displays state-operated acute and intermediate care beds and includes the bed capacity that DMHAS
has purchased at private community hospitals. DMHAS has provided funding to hospitals across the state for
acute psychiatric beds. This practice began around 2009 as way to support the hospitals that were serving State
Administered General Assistance (SAGA) clients. Typically, the amount of funding per hospital has been
sufficient to pay for about two beds at each location. Almost all of the acute care funding was withdrawn in July
2016 because the (SAGA) clients had become Medicaid clients under the ACA expansion. However, DMHAS
continues to provide funding for intermediate care beds at Natchaug Hospital and St. Vincent’s in Bridgeport.
The intermediate psychiatric beds at St. Vincent’s were developed after Cedar Ridge Hospital was closed.

Overall, the capacity of beds today has increased slightly when compared to 1997. However, there has been a
slight reduction in bed capacity since 2009, the year when Cedar Ridge Hospital closed. The major factor for
the decrease was that DMHAS withdrew the acute care funding early in FY 17. While the funding was
withdrawn these beds remain at private hospitals.
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Figure 3: Total CVH Beds

Figure 3 displays bed allocation at DMHAS’ largest psychiatric facility, Connecticut Valley Hospital (CVH).
CVH bed capacity has increased, largely as a result of the CRH closure. The figure shows the way beds are
currently configured at the facility; beds and bed availability are largely governed by allocations reserved for
specific populations. CVH has certain beds focused on the general psychiatric population (no real restrictions)
specific populations include young adults, forensics, geriatrics, and the acquired/traumatic brain injury
population. Patient flow into CVH is influenced by the characteristics of people who are currently being
discharged from CVH. Psychiatric bed availability may be restricted based on who has been discharged
recently.

Additionally, Figure 4 below shows that, unlike other states, Connecticut has not seen the number of general
psychiatric beds significantly eroded by increased demand for forensic beds. Over the almost 20-year period,
General Psychiatric beds expanded by 8 and the Forensic Beds grew by 19 beds.

2
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Figure 4: State Operated Beds: Forensic and General Psychiatric

Figure 4 above shows the ratio of general psychiatric beds to forensic beds over the past 20 years. Contrary to
some trends seen in other states, Connecticut has not seen a conversion of beds from general psychiatric to
forensic. The percentage of forensic beds compared to the total state-operated beds in the four time periods used
above has remained relatively consistent. The percentage of total beds that are forensic = 40% in 1997, 46% in
2001, 40% in 2009, and 42% in 2016. While there has been a slight increase over the past 7 years, this increase
has not significantly reduced DMHAS’ capacity to serve the general psychiatric population.

State-Operated Inpatient Utilization and Admission and Discharge Data

This section describes our analysis of bed utilization and flow of patients into and out of state-operated or
contracted intermediate beds. Bed availability is tied to flow within the system as evidenced by admission and
discharge data.

Table 2: Bed Capacity and Utilization for Mental Health Inpatient Programs in SFY16

MH Inpatient Bed Capacity State Avg. Utilization

Acute Psychiatric 318 96%
Acute Psychiatric — Intermediate Contracted 11 84%
Transitional Residential CVH and CMHC 20 100%
Forensic MH Acute Psychiatric 232 97%

Table 2 above shows that, in general, these beds are being well utilized. For purposes of this analysis, Acute
Psychiatric includes 16 beds at CRMHC that technically are classified as sub-acute, 220 beds at CVH, 20 at
CMHC, and 62 at SWCMHS. The one exception is that the 8 intermediate beds are generally at about 85% of
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capacity, meaning patients are somehow on waiting lists while some bed capacity exists. This intermediate

capacity was created within recent years to accommodate discharges from Cedar Ridge Hospital. The
utilization rate for these beds in the first quarter of FY 17 has improved to 90% utilization. All other hospital
transitional beds are almost fully utilized.

Table 3: Number of Mental Health Inpatient Admissions by FY

Facility Program LOC Mode FY FY FY FY FY FY

Type 2011 2012 2013 2014 2015 2016

Capitol Region Mental Health MH Non-Certified 37 28 24 25 30 20

Center Subacute

Connecticut Mental Health Center MH Acute Psychiatric 91 78 74 51 58 47

Connecticut Valley Hospital Forensic | Acute Psychiatric | 246 234 247 260 260 262
MH

Connecticut Valley Hospital MH Acute Psychiatric | 111 122 129 137 135 131

Southwest Connecticut Mental MH Acute Psychiatric | 108 101 80 100 94 94

Health System

Totals 593 563 554 573 577 554

Table 3 above shows the movement into the system over a five-year period. “Admissions” at CVH reflect “true
admissions,” meaning that clients were admitted from the community rather than being transferred/admitted

from other CVH services. Over the past five fiscal years, only CVH (acute psychiatric) has experienced an

increase in admissions per year. All other DMHAS facilities showed reduced admissions during that period of
time. Overall, there were 39 fewer admissions in FY 16 compared to FY 11; however, increasingly more patients
are being admitted to CVH’s Acute Psychiatric beds. This reduction in admissions in other state hospitals may
be one factor that contributes to the longer time that patients wait for a DMHAS bed.

Table 4: Number of Mental Health Inpatient Discharges by FY

Facility Program LOC Mode FY FY FY FY FY FY

Type 2011 2012 2013 2014 2015 2016

Capitol Region Mental Health MH Non-Certified 37 27 25 24 30 20

Center Subacute

Connecticut Mental Health Center MH Acute Psychiatric 88 78 75 53 55 47

Connecticut Valley Hospital Forensic | Acute Psychiatric | 251 226 228 249 257 260
MH

Connecticut Valley Hospital MH Acute Psychiatric | 122 120 148 147 142 139

Southwest Connecticut Mental MH Acute Psychiatric | 104 99 80 101 82 95

Health System

Totals 602 561 556 574 566 561

Table 4 shows the total number of discharges by DMHAS facility over the past five years. In general, the data

shows that as a bed becomes available, a new patient is admitted. However, total discharges have decreased
over the past five years meaning that people are not leaving as quickly. There were 41 fewer discharges in FY 16
compared to FY11, a 7% reduction in discharges during that period. Over the past five fiscal years; only CVH
(acute psychiatric) is showing increases in discharges. These data may point to fewer community discharge
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options (no turnover in residential beds or fewer housing options,) or patients preparing for discharge have more
complicated presentations requiring special placements that are unavailable or experiencing low turnover rates.

Private Inpatient Services

Connecticut has a network of 23 general hospitals throughout the state that provide inpatient psychiatric
services to children and adults. There are also three free-standing psychiatric hospitals in the state. Most
hospitals serve adults and only a small number of hospitals provide inpatient psychiatric services to children.
The total bed capacity for private and specialty hospitals is 959 beds. The Office of Health Care Access
(OHCA) receives audited information that is submitted annually by the general hospitals, but does not receive
the same information from the specialty hospitals that provide inpatient psychiatric care. In FY 15, only 6
hospitals provided inpatient psychiatric services to children and adolescents based on data accessed from the
Connecticut Office of Health Care Access. One of these hospitals provided fewer than 15 bed days to
individuals under the age of 18 in data obtained from OHCA. In FY 15, Connecticut’s general hospitals had
over 26,400 psychiatric discharges and provided 230,106 bed days to individuals seeking psychiatric treatment.
The data is shown below in Table 5. This data does not discharges from the free-standing specialty psychiatric
hospitals.

The OHCA data for discharges in 2015 show that 199,203 bed days were provided to adults and the remainder,
30,903, were provided to children and adolescents under age 18. Hartford Hospital provided 37,810 bed days
while Yale New Haven (YNH) provided 46,490 inpatient psychiatric days. The two hospitals accounted for
approximately 37% of all inpatient psychiatric days provided in private hospitals. These two hospitals
accounted for about 65% of the days provided to children and adolescents under the age of 18. YNH and
Hartford Hospital provided just over 20,000 bed days to children and youth.
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Table 5 above shows each hospital and their staffed or licensed bed capacity. This report addresses “staffed
bed” capacity. General hospitals have a higher number of beds that are available but may not staff them. The
Connecticut Office of Health Care Access (OHCA) 2015 data shows that the general hospitals have 741 staffed
inpatient psychiatric beds, with 112 of these beds allocated to children and adolescents under the age of 18. The
total number of staffed beds in 2011 was 705 so staffed beds have actually increased by approximately 5% over
the past 5 years. OHCA has more recent data for the three specialty hospitals. As of July 2016, the three
specialty hospitals have an additional capacity of 218 beds. These are believed to be adult beds. When general
hospital inpatient beds are combined with the fiee-standing capacity, the total number of private beds is 959.

Private Hospital Utilization Rates

The utilization rate for private hospital beds can be computed by looking at the total staffed bed days for
children and adults (741 x 365 = 270,465) and the total bed days provided (230,106). This data is summarized
in Table 6 below. This produces an overall utilization rate of 85% meaning that on average over 110 beds are
available in the private system on any given day. The utilization rate for children and adolescents was
approximately 76% while the rate for adults was approximately 87%. While many of the hospitals are operating
at 90% or greater capacity, some are below that threshold.

The OHCA data from Table 5, which was shown earlier, can also be manipulated to determine an average
length of stay (ALOS) by examining the total number of discharges and total bed days provided. The ALOS for
all private hospital patients was approximately 8.7 days. The ALOS for adults was the same, approximately 8.7
days, while the rate for children and adolescents under the age of 18 was about 9 days. The data confirms that
private hospitals generally are seeing individuals with acute psychiatric issues. These are most likely individuals
that can be quickly stabilized and re-integrated into the community. The data seem to suggest that no additional
acute care beds are needed because there is significant excess capacity on any given day based on the utilization
data.

Table 6: Acute Care General Hospital Psychiatric Patient Days, Beds, and Utilization Rates, FFY 2015°

Patients 0-17 Patients 18+
patient Staffed Utilization staffed®> | Utilization

General Hospital Days Beds Rates Patient Days Beds Rates
Backus - 4,874 18 74%
Bridgeport _ : 7 10,326 29 98%
Bristol 4,598 14 90%
Charlotte Hungerford i 8 : 1 2% 3,140 _ 9 96%
Conn. Children's ' _

Danbury* 5,954 .18 91%
Day Kimball 3,748 _ 12 86%

- Greenwich

Griffin _ 4,413 13 93%
Hartford 9,344 26 98% 28,466 85 92%
Hospital of Central CT 7,694 ‘ 22 96%
John Dempsey 1 5,469 | 20 75%

® Source: DPH OHCA Hospital Reporting System (HRS), Report 400 for Federal Fiscal Year 2015
24



Patients 0-17 Patients 18+

Johnson 4,144 17 67%
Lawrence & Memorial 5,343 18 81%
Patient Staffed Staffed’

General Hospital Days Beds Rates Patient Days Beds Rates

Milford |

Manchester 1,426 5 78% 9,321 _ 26 98%

MidState 1,471 [ 6 67%

Middlesex 6,120 17 99%

Norwalk 2,777 10 76%

New Milford*

Rockville

Saint Francis 4,160 _ 23 50% 10,578 60 48%

Saint Mary's 4,139 12 94%

Saint Raphael® ‘ f

Saint Vincent 3,949 | 17 64% 23,996 75 88%

Sharon | - 3,646 | 12 83%

Stamford - 5,465 15 100%
 Waterbury 1,205 4 83% 7,842 23 93%

Windham |

Yale-New Haven® 10,811 36 82% 35,679 98 100%

Statewide 30,903 112 76% 199,203 629 : 87%

The general hospitals typically provide acute inpatient care, with average lengths of stay that are 10 days or less.
Private hospitals are challenged by psychiatric patients with histories of violence and aggression or by those
patients that are seriously mentally ill and have serious medical co-morbidities. These individuals are often
referred to the state-operated inpatient system and placed on a wait list for admission to a state bed. These
individuals often have limited options for follow-up care.

Private Hospital Charges by Payor Type

A closer examination of inpatient services in Connecticut shows that inpatient services delivered by general
hospitals in Connecticut are financed through a combination of sources including Medicare, Medicaid,
Commercial Insurance and Self-Pay. In FY 15, Medicare and Medicaid were responsible for over $747 million
in charges (78% of all charges) while private insurance accounted for $199 million, approximately 21% of all
charges. Another $17.8 million in charges were attributed to individuals that were uninsured, about 2% of total
charges for this level of care. The breakdown of these charges over 5 years can be seen in Table 7 below.
Charges do not necessarily equate to revenue, but the information cited below is helpful in understanding the
primary funders of the care they provide.
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Table 7: Mental Disorders Inpatient Discharges by Primary Payor, FY 201 120157

FY Description Medicare Medicaid Commercial Uninsured Self-Pay

Total Charge $235,133,204 $306,385,809 $159,026,916 523,160,704 522,510,505
Maximum Charge $887,027 $1,045,035 $571,319 $212,224 $212,224
Average Charge $28,429 $22,775 $19,556 §17,871 $18,257
Minimum Charge $974 $1,057 $1,076 $1,304 $1,304
Total Discharges 8281 13456 8132 1298 1233
Total Length of Stay 82518 103658 53960 7934 7600
Average Length of Stay 10 ¥ 87 6.6 6.1 6.2

Total Charge $245,673,003 $338,515,538 5182,070,316 $25,984,290 $25,410,955
Maximum Charge $989,984 $852,296 $660,862 $252,096 $252,096
Average Charge $29,475 $24,591 $21,387 520,888 $21,176
Minimum Charge 534 S7 $971 51,247 51,247
Total Discharges 8348 13767 8513 1244 1200
Total Length of Stay 80588 103129 58735 8291 8082
Average Length of Stay 9.7 7.5 6.9 6.7 6.7

Total Charge $275,667,071 $376,916,248 $205,516,515 526,656,974 525,239,070
Maximum Charge $1,043,957 $545,247 $888,022 $333,278 $333,278
Average Charge $32,635 $26,998 523,696 521,743 $22,062
Minimum Charge $888 $1,455 $1,600 $2,041 $2,284
Total Discharges 8458 13963 8675 1235 1144
Total Length of Stay 83166 107377 62506 8289 7655
Average Length of Stay 9.8 7.7 7.2 6.7 6.7

$24,777,986 523,153,848

Total Charge $301,379,550  $418,221,347 $197,588,836

Maximum Charge $1,405,089 $884,011 $665,261 $321,260 $321,260
Average Charge $35,315 $28,121 $25,522 $23,398 $23,919
Minimum Charge $1,846
Total Discharges 8534 14872 7742 1059 968
Total Length of Stay 85357 113581 55547 7140 6565
Average Length of Stay 10 7.6 7.2 6.7 6.8

Total Charge $309,654,667 $437,905,793 $199,133,998 517,756,467 516,060,743
Maximum Charge $1,052,085 51,040,669 $1,885,390 $383,721 $383,721
Average Charge $36,546 528,078 526,309 $24,028 $24,371
Minimum Charge $1,935 $2,047
Total Discharges 8473 15596 7569 739 659
Total Length of Stay 84914 116473 53617 4623 4077
Average Length of Stay 10 75 7.1 6.3 6.2

" Source: Connecticut Department of Public Health Office of Health Care Access inpatient discharge database system
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Figure 5: DMHAS Contracted Private Acute & Intermediate Beds

Figure 5 displays information about private psychiatric service beds that have been purchased by DMHAS in an
effort to relieve pressure on state-operated beds. This graph does not reflect overall private bed capacity, but
shows DMHAS contracted beds. There has been a slight increase since 2011, primarily due to the purchase of
intermediate level of care beds at St. Vincent’s Hospital following the closure of Cedar Ridge Hospital.

DMHAS Wait List Data

Currently, Connecticut does not maintain a system-wide real time bed vacancy or wait list. Some private
hospitals have begun to track bed availability within hospital systems that have affiliated or are within a hospital
network of care. However, there is a lack of centralized data that shows who is waiting for a bed, their
insurance, presenting problems, and a determination that shows they meet medical necessity criteria. The
utilization data cited above shows that unutilized capacity exists within the system. While many of the
individuals waiting for admission may not be suitable for private hospital admissions, some may be but there is
no mechanism that can match referrals with bed vacancies on a real time basis. A system like this might reduce
the demand for state-operated beds.

DMHAS, however, does maintain a wait list for those patients who are being referred by private hospitals for a
state bed. Private hospitals refer clients to DMHAS (state operated facilities) where they are placed on a waiting
list for a bed. Wait list data collected by DMHAS includes the referring hospital, date of the referral, the state-
operated facility a patient is referred to, and the disposition (final outcome) of the referral along with the date of
the disposition. Dispositions may include acute care beds, crisis or respite, home or community, or state-
operated inpatient admissions. This allows DMHAS to track and prioritize referrals and it provides information
about how long a referral may wait for a state bed. It is important to point out that a client placed on the wait list
is typically receiving inpatient psychiatric treatment, but is being referred to DMHAS because the hospital
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believes the patient will require a much longer stay than typically provided in the general hospitals. Almost 75%
of the individuals who are on a wait list are receiving treatment on an inpatient psychiatric unit.

While the wait list is an important tool, it has limitations. Currently there is no standard practice for managing
wait list data. For example, an individual’s placement may be back-dated from when they were placed on the
wait list, skewing the data. At times they may request that somebody remain on the wait list even though they
have already received a community disposition and do not need a state bed. In these instances, the individual
may be left on the list in the event the client decompensates and needs a state bed. Wait list data is influenced
by variations in how the data is managed.

The following table show a range of information related to DMHAS” wait list data compiled over the past five
fiscal years. While it has limitations, it does provide useful information related to the wait list.

Table 8: State Hospital Wait Time Data

% of Total to State
Facility

Average Days on Wait List
for State Facility Bed

# Clients to State
Facility (Disposition) Wait List Total

FY 2012 270 641 42% 18
FY 2013 261 615 42% 23
FY 2014 261 607 43% 28
FY 2015 214 451 44% 27
FY 2016 215 480 45% 26

The Wait List Total includes clients whose disposition was acute care contract beds, crisis respite beds, home community,
intermediate care contract beds, nursing home, private hospital, state sub-acute, and other. FY 15 data is incomplete as a result of a
change to a new information system.

Table 8 displays the total number of clients that have been placed on the wait list each year, the percentage
accepted into state hospital beds, and average wait time for beds. The numbers listed in this table represent
duplicated client counts (a client may have been on the list more than one time in a fiscal year; each time a
client is placed on the list, it is treated as a separate event). Client numbers were relatively stable in FY 12-14,
with 260-270 admissions to state psychiatric service beds; additionally, the ratio of clients admitted to state beds
has remained constant over this time (42-43%.) A significant shift was noted in FY 15 and 16 when fewer
patients were admitted to state beds and there was a much lower number of patients who were placed on the
wait list. Closer examination of the data shows that each DMHAS inpatient facility saw fewer patients placed
on their respective wait lists. Discussions with state facilities and private hospitals have been unable to shed any
light on why this occurred.

The figures show that the average wait time for a state bed has increased substantially since FY 2012; four years
ago, the average wait was 18 days. The mean wait time in FY 16 was 26 days — an increase of over a week. The
following graphs present more detailed information from Table 5.
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Figure 6: # of Wait List Clients with State Facility Disposition
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Figure 7: Total Number of Clients on Wait List

29




46%

43%

40%

50% -
49% -
48% -
47% -

45% -
44% -

42% -
41% -

42%

42%

FY 2012

FY 2013

FY 2014

FY 2015

FY 2016

Figure 8 above shows the percentage of clients who are on the wait list each year that are admitted to a state-
operated bed. The data shows that each year about 42 to 45% of the patients on the wait list are admitted to a

Figure 8: % of List with State Facility Disposition

DMHAS bed. There has been little fluctuation in the percentage over the past 5 years.
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Figure 9 shows length of time a referral waits to get in a state bed. This data does show that the wait time has

Figure 9: Average Days on Wait List

increased significantly over the past 5 years. It has risen from an average of 18 in FY 12 to the current mean of

26 days. It has reduced slightly over the past 3 years but is now 8 days longer than in FY 12.
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Discharge Length of Stay for Wait List Clients

This section looks at how long people stayed in state psychiatric service beds after being admitted from the wait
list; this statistic is commonly referred to as “length of stay” (LOS)

Treatment in an intermediate level program, which is generally less expensive and restrictive for patients, is
often more appropriate than hospitalization in a long-term state facility In reviewing four years of wait list data
in Table 9 below, findings show that 27 to 44% of people admitted to state facility beds could have been
cligible for intermediate community treatment (stays of up to 90 days in duration,) had beds been available.
These patients may have been referred to DMHAS beds because of reimbursement issues or lack of
intermediate capacities within the state.

Table 9: Length of Stay in State Facility Beds

LOS in State Facility Bed After Admission from the Wait List

Grand Total %
(# Clients)

SFY 1 to 90 Days 91 to 180 Days 180 to 365 Days > than 365 Days
CY 2012 44% 22% 17% 17% 100% (255)
CY 2013 37% 18% 30% 16% 100% (250)
CY 2014 30% 25% 24% 21% 100% (267)
CY 2015 27% 27% 35% 11% 100% (214)

Over the four year period examined, approximately 1/3 of the people who were admitted to state facility beds
from the Wait List received treatment for 1-90 days.

This analysis looked at calendar year data. In the most recent calendar year examined (CY15), findings show
that a larger proportion of patients were staying in state facilities for longer periods of time. The increased
number of people with increased lengths of stay has undoubtedly impacted the flow of clients from the wait list
into facilities, which in turn lengthens the amount of time that people typically remain waiting for psychiatric
beds.

Community Services

A strong community system is essential in order to create movement out of state hospitals, to divert consumers
from the inpatient system, and to provide the necessary supports so individuals can recover in the community.
DMHAS has adhered to a value that to the extent possible, consumers should have a right to live and flourish
within the community. This value grew out of early efforts to deinstitutionalize patients within the state hospital
system. The development of the community mental health system began in the mid-1980’s when the
Connecticut Department of Mental Health implemented the Local Mental Health Authority (LMHA) system.
LMHA’s were designated across the state and became the providers and managers of mental health services
within designated catchment areas. The formation of the LMHA system became the starting point for the
development of the community mental health system in the state.

The early efforts have evolved into a comprehensive system with a broad spectrum of services available across
the state. If state hospitals are to be used as a last resort, sufficient resources must exist within the community to
31



assist persons with mental illness to live independently in the community. Connecticut provides a broad array of
mental health services and recovery supports. This service array includes the following: diversionary services
like mobile crisis, jail diversion and community intervention teams; a continuum of residential supports
including group homes, intensive mental health residential programs, supervised apartments, and a range of
housing supports designed to assist consumers to find and remain in stable housing, high intensity outpatient
case management services like assertive community treatment, community support programs, medication
management, and recovery support services that include employment, social rehabilitation, and housing
programs. For purposes of this report each service area will be discussed in greater detail below. Recovery
support services will be included under the Outpatient heading.

The grant funded services that are administered under DMHAS are generally non-reimbursable services with a
few exceptions. The broader community mental health system includes those services that are part of DSS’
Medicaid benefit, which includes inpatient, partial hospitalization and intensive outpatient, outpatient therapy
services and medication management, and those services covered under various Medicaid waivers including
group homes and in-home supports.

Outpatient and High Intensity Case Management Services

Outpatient services are those services provided in the community separate from residential and diversionary
services. These include high intensity case management services like assertive community treatment (ACT) and
community support programs (CSP), housing and employment services, and services designed to promote
social interaction and rehabilitation. Table 10 below shows these unique levels of care (LOC), the number of
unduplicated individuals served in FY 16 and the program capacity for each of these LOC’s. Figure 10 is a map
that shows where the ACT and CSP programs are concentrated.

Table 10: Outpatient and High Intensity Case Management Services, FY16

C 138

Forensic MH ase Management
Crisis Services 38
Forensics Community-based 4,922
Outpatient 295

Mental Health Assertive Community Treatment (ACT) 1,254
Case Management 8,155
Community Support 5,514
Consultation 254
Crisis Services 7,447
Education Support 232
Employment Services 3,932
Forensics Community-based 39
Housing Services 475
Intake 3,319
Intensive Outpatient (IOP) 519
Outpatient 38,071
Prevention 477
Social Rehabilitation 6,786

Total MH 58,387

32



Figure 10 below shows the distribution of Assertive Community Teams (ACT) and Community Support
Programs (CSP). ACT is typically reserved for the highest-need community clients. These intensive supports
are designed to provide intensive in-home services in order to maintain people in the community. Several years
ago DMHAS received increased funding from the legislature to create additional ACT teams to fill gaps in the
service system. DMHAS evaluated provider service data and made a determination regarding where these
services should be expanded. Currently, DMHAS funds or operates 19 ACT teams across the state. They are
largely concentrated in the most highly populated areas of the state. Based on service analyses that were
conducted several years ago, DMHAS believes that the current ACT programs are sufficient to meet client
demand. DMHAS served over 1,200 clients in ACT last fiscal year.

CSP is another in-home support that is less intensive than ACT, but still provides high intensity case
management and rehabilitation services to clients. DMHAS funds or operates 39 CSP teams across the state.
CSP typically serves clients with rehabilitation needs of high intensity, but a lower intensity than what is
provided by ACT. The distribution of these programs are more widespread than ACT programs and annually
they serve over 5,500 clients. DMHAS also served another 8,100 clients in lower level case management
programs last year. Based on service utilization data, DMHAS has decided to convert many of these programs
to CSP this fiscal year in an effort to standardize our case management models.
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Residential Services

Residential services are arguably the most essential community service to maintain consumers within the
community prior to or following an inpatient stay. This level of care serves as a resource for community clients
that may deteriorate and need additional structure and it serves as the most needed discharge service. Therefore
these services continually experience pressure to meet community needs as well as those of community and
state-operated psychiatric hospitals. In order to be effective, residential service options must encompass a
continuum of residential options ranging from least restrictive to most restrictive. When discussing bed capacity
for psychiatric services, it is important to be cognizant of the spectrum of available residential treatment
options. Patients have the right to treatment in the least restrictive setting that is appropriate to their needs, and
as a provider of services, DMHAS is charged with placing them accordingly. DMHAS’ residential options
include the following types of residential services:

Group home - The group home is a rehabilitative level of care that provides services to people whose mental
illness is serious and/or disabling enough to warrant 24 hour, 7 days per week supervision in a supportive
residential setting. The goal of group home treatment is to provide a structured, stable living environment
where people can receive assistance with life skills, including self-care. Group homes serve up to 6 people in a
home and clients must be able to participate in at least 10 hours of service per week in order to be able to bill
Medicaid for these services. This treatment requirement poses some problems in that some DMHAS clients, due
to the severity of their illness, are unable to actively participate to that extent.

Intensive Mental Health Residential - Intensive mental health residential treatment is similar to inpatient
treatment in structure and intensity; however, the setting is in a less medicalized, more home-like environment.
Clients live in a congregate setting. The clients served in these programs typically cannot meet the treatment
requirements of a group home and these residential programs are an innovative step-down from inpatient care.

Supervised Apartments - Supervised apartments provide on-site staff support and services 24 hours a day to
residents living in congregate apartments. Providers that operate these programs typically rent an apartment in
the building and have staffing available 24/7 to provide support to consumers. The goal of this level of care is to
assist people in developing skills towards fully independent living.

Transitional Residential — DMHAS has several variations of transitional residential programs. DMHAS
operates two programs that are located on hospital grounds. These serve as alternative placements for
individuals that no longer meet medical necessity requirements for inpatient care but still require highly
structured living environments. They serve to move consumers along the continuum to greater independence.
DMHAS also operates several community transitional residential programs that provide high intensity support
in a community setting.

Table 11: Bed Capacity and Utilization for Mental Health Residential Programs in FY16

MH Residential Bed Capacity State Avg. Utilization
Group Home 172 98%
Intensive Residential 100 89%
Supervised Apartments 659 91%
Transitional Housing 51 93%
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Table 11 shows that these services are typically well utilized. One exception is Intensive Residential where beds
may be vacant because a client has deteriorated and requires short-term inpatient stays. These are often
consumers with complex clinical needs that have been very hard to place in the community. The beds are held
open so a new placement does not have to be developed when the patient is ready to be discharged from their
inpatient stay. Discharge specialists familiar with the needs of patients ready for discharge indicate that this is a
highly desirable level of care that is difficult to access. This is often used with high complexity, difficult to
discharge patients and may be a LOC that needs to be expanded.

Tables 12, 13, and 14 below show the flow through these residential programs and the number of clients that are
served each year, Access to inpatient beds is closely linked to flow out of high intensity residential services.
There are several remarkable findings in this data. Group homes have a turnover rate of less than 50%, which
means that fewer than half of the beds are freed up for new admissions each year. Similarly, supervised
apartments turn over at a slightly higher rate, about 52%. While there is clearly movement within these levels of
care, movement in and out of these programs are slow. Many people who require these high intensity services
may be likely to need these supports for long periods of time. For some, this may mean indefinitely. Supervised
apartments have a unique problem inherent in the model. Consumers hold the leases to their apartments and
even when they become more independent they are not likely to move out of these beds. They may no longer
require the high intensity services of the program, but they are holding a slot/apartment that could be used for
other clients. Since these apartments are typically contained within an apartment complex, the owner/landlord
may restrict the number of apartment units that he or she will set aside for our clients. This limits the ability to
make more apartments available at that site.

Any bottlenecks in these most highly structured residential LOC’s place pressure on community and hospital
needs. This may be an area that could benefit from increased oversight and management in order to more
effectively use these valuable levels of care.

Table 12: Number of Mental Health Residential Admissions by FY

Level of Care 2011 2012 2013 2014 2015 2016
Group Home 115 95 93 91 87 82
Supervised Apartments 297 342 361 300 305 344
MH Intensive Res. Rehabilitation 100 111 105 86 109 96
Transitional 175 189 180 169 164 155

Table 13: Number of Mental Health Residential Discharges by FY

Level of Care 2011 2012 2013 2014 2015 2016
Group Home 108 106 104 82 83 80
Supervised Apartments 280 321 329 292 286 323
MH Intensive Res. Rehabilitation 89 109 96 98 107 94
Transitional 170 192 180 162 165 158




Table 14: Number of Mental Health Residential Unduplicated Clients by I'Y

Level of Care 2011 2012 2013 2014 2015 2016
Group Home 268 262 251 237 246 243
Supervised Apartments 775 843 852 853 859 902
MH Intensive Res. Rehabilitation 162 178 176 170 180 177
Transitional 198 212 204 203 208 203
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One hundred and forty residential programs are plotted above in Figure 11. They are largely clustered in urban

areas.
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Diversionary Services

Diversionary services are important components of the service continuum because these are a range of services
designed to divert individuals from hospitalization or criminal justice involvement. Diversionary services
typically include mobile crisis services, community respite, jail diversion, and may also include community
intervention teams who work alongside local law enforcement to de-escalate and manage clients who come to
the attention of police. DMHAS funds or operates 27 mobile crisis teams, 19 Jail Diversion programs, and 12
respite bed programs which have a capacity of 88 beds. The table below shows the distribution of mobile crisis
and respite programs and highlights the reach of these programs.

Respite beds are a critical diversionary service, providing a structured short-term residential resource to clients
whose condition may be deteriorating. These programs are staffed 24/7 and typically have capacities of 6 beds
or less. They are often located in such a way that they can tap into psychiatric supports in order to help stabilize
these clients. When respite is working well, clients are able to stabilize and return back to their original living
situation. They are diverted from an inpatient stay.

Data for Y 16 shows that respite beds are underutilized with just over 10% of the beds vacant over the course
of the year. This means that, on average, close to 10 beds are available to be used to divert consumers from
inpatient beds. Currently these beds are not managed centrally and are typically under the control of the LMHA.
Vacant beds could be used more effectively if there was a more regional approach to their management.
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DMHAS funds or operates 44 crisis/respite programs, which are largely concentrated west of the Connecticut
River and in urban areas.
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Table 15: Client Counts in FY16 for Respite Programs

Region Provider Program Name Admitted Discharged Unduplicated

Clients

Region 1 170 170 163
Continuum of Care Bridgeport Crisis Respite 164 164 154
Inspirica Inc. Gilead Jail Div Respite 6 6 9
Region 2 745 750 598
Continuum of Care ASIST Respite 6 5 6
Continuum of Care Crisis/Respite Program 200 200 186
Continuum of Care Jail Diversion Respite 7 7 7
River Valley Services RVS/RESPITE 113 114 90
Rushford Center Crisis/Respite Program 135 139 110
Yale-New Haven Hospital Respite Bed Program 284 285 244
Region 4 161 156 158
Community Health Respite - Enfield 84 82 72
Resources
Community Mental Health Crisis Services/ Respite Bed 26 25 29
Affiliates Program
Mercy Housing and Shelter Community Respite 25 25 30
Corporation
Mercy Housing and Shelter
Corporation Crisis Respite 26 24 28
Region 5 40 40 46
Western Connecticut Mental | Waterbury Respite/Transitional 38 38 44
Health Network Housing
Totals 1,127 1,128 9269

In FY 16, 969 clients were served in Crisis and Respite programs. There were roughly equal numbers of
admissions and discharges (1,127 & 1,128 respectively).

Respite beds can be used in two ways: as a step down from inpatient hospital care or as a means of diversion
where clients can move from the community to respite as an alternative to an inpatient hospital level of care.
DMHAS staff analyzed this data and concluded that diversion is the most frequent use of DMHAS respite beds.

Discretionary Discharge Data

Each year, DMHAS is appropriated funding to set up specialized living arrangements for some of the clients
who are discharged and who require this assistance. This funding allows DMHAS to allocate specialized funds
for patients that may be encountering significant discharge barriers. However, these funds must be continually
replenished. Individuals that use these specialized funds may require additional supervision or programming
throughout the time they receive treatment from DMHAS. This means that if somebody received $100,000
dollars last year to support their community placement, they will need the same amount of funding next year.
This means that individuals who are being discharged that have similar needs will require new funds in order to
stimulate their return to the community.. Withdrawal of these funds means that discharges will be slowed or
reduced.
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Discussion and Findings for Inpatient Services

Overview

Section 356 of Public Act 15-5 of the June Special Session mandated DMHAS to evaluate the adequacy of the
state’s mental health system. The mandate targeted specific areas for the review including inpatient,
diversionary, and community services. While the impetus for this legislation seems to be related to difficulties
associated with accessing state-operated inpatient beds, there is a complex interplay between inpatient bed
capacity and the comprehensiveness of the community resources needed to divert and re-integrate individuals
back into the community. The solution for a lack of access to inpatient beds cannot simply be an equation of
creating more beds. Access to beds is critically dependent on adequate community mental health systems that
are capable of managing diversions or discharges. The important findings from the report will be summarized
and discussed below.

CT Per Capita State-Operated Bed Capacity is Among the Best in the Nation

Comparisons of bed capacity have examined how one state may compare to other states within that region of
the country. This was recently done in Colorado as part of a study similar to ours (footnote Colorado study). Per
capita bed rates were established based on the number of publicly funded psychiatric beds and the total
population of the state. Connecticut’s per capita bed rate for publicly funded inpatient beds is 17 beds per
100,000 population and exceeds all of the New England states and much of the nation. The New England
average per capita rate is 15.0 beds per 100,000 population. Connecticut’s per capita rate is the sixth best in the
country, according to a report by the Treatment Advocacy Center.

State-Operated Bed Capacity Has Remained Constant for Almost 20 Years

Unlike what is being reported for most of the country, Connecticut’s state-operated bed capacity has not
changed significantly over the past 20 years. Connecticut’s bed capacity in 1997 was 539 and today it is 550.
Unlike other states, there have been no large scale closures during that period. Cedar Ridge Hospital, a 93 bed
facility was closed in 2011 resulting in a net loss of approximately 20 beds, but most inpatient beds were
consolidated at Connecticut Valley Hospital and Greater Bridgeport. DMHAS expanded intensive residential
options in the community as a means of discharging more clients to the community. Intermediate beds were
expanded (8) at that time to reduce the demand on the state’s inpatient system.

State-Operated Inpatient Beds are Utilized Well but Bed Turnover Has Slowed at Certain Hospitals over the
Past 5 Years

These inpatient beds are used well, with utilization rates of 96%. DMHAS carefully manages these beds
through weekly utilization management meetings and when a bed becomes available, it is quickly filled.
However, only a certain number of beds “turn over” in a year. In Forensic units this may occur quickly if
somebody is restored to competency and discharged to face trial. Over the past 5 years, DMHAS has seen
turnover rates decrease at their smaller community hospitals, while CVH has slightly increased the number of
discharges.

This phenomenon is evident in Connecticut now. Inpatient discharges and admissions have decreased over the
past 5 years. This is not due to changes in capacity, but likely reflects the specialized needs of many of the
individuals who are now in the state’s inpatient system. Capacity is created by discharges. There were 39 fewer
discharges in FY 16 when compared to FY 11. During the same period, the average length of stay for all
patients served in each fiscal year has increased significantly at the smaller hospitals while it has decreased at
CVH.
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Forensic Patients Are Impacting Bed Availability

Connecticut has not seen significant erosion of beds allocated for civil patients by increased demand for
forensic beds based on bed capacities that are allocated to forensics versus general psychiatric or civil patients.
Forensic beds currently comprise approximately 50% of all inpatient adult psychiatric beds in the state but this
has been largely unchanged over the past 20 years. One function of the forensic services at CVH is to determine
competency and whether a patient is restorable, often in the CVH Forensics Division. When a patient is unable
to be restored, they become civil patients that then do compete for general psychiatric beds at the hospital.
DMHAS has successfully used community forensic services to conduct community evaluations that at one time
may have only occurred within CVH. However, it is known that a certain percentage of the community
evaluations do lead to inpatient hospitalization. In FY 16, DMHAS reportedly conducted a record number of
community evaluations, but increases in these evaluations can create additional demand for state-operated
forensic services.

Many forensic patients create challenges for discharge and community reintegration. Some of these patients
have been found “Not Guilty by Reason Of Insanity” (NGRI} and may be under the supetvision of the state’s
Psychiatric Security Review Board (PSRB). Others may have been committed to an inpatient hospital after
completing a prison sentence with the Department of Correction. Individuals under the jurisdiction of the PSRB
must have their discharge plans reviewed and approved by the PSRB and their community transitions often
proceed far more slowly than other discharges. The discharge plans for PSRB clients are public and at times
subject to strong community opposition that slows the discharge process. These individuals and those that come
to DMHAS end-of-sentence encounter significant discharge barriers because of past criminal behavior
involving violence or sexual offenses.

Wait Times for State Beds are Increasing While Private Hospitals Have Excess Acute Bed Capacity

The state has maintained a wait list for a number of years, tracking referrals from community hospitals where
patients may be in a hospital emergency department or on an inpatient psychiatric unit. Wait list data over the
past 5 years shows that the average wait time for a state bed has increased from 17 days in FY 12 to
approximately 26 days in FY 16. Annually, fewer individuals are being admitted to state beds from the Waiting
List, about 55 in fewer in FY 16 when compared to FY 12, While the wait time has remained constant in FY 15
and 16, there are still wait times of almost 4 weeks if an individual is in a community hospital and requires
extended care. It is important to point out that most patients placed on the wait list are receiving actual treatment
often on a hospital’s inpatient psychiatric unit.

The state-operated wait list has some limitations because data is not collected in a uniform manner. Referrals to
the wait list may be back dated and DMHAS may be asked to keep referrals on the wait list even though
individuals may have already been returned to the community or had some other disposition. Modifications
should be made to the maintenance of the list in order to track referrals in a more consistent manner.

The wait time has increased at a time when private general hospitals have excess capacity. Acute bed capacity
and utilization were examined to determine if excess capacity exists within the state. Private general hospitals
annually submit data to OHCA regarding psychiatric patients they serve in their inpatient units. The information
contains a range of data elements. These include psychiatric bed days provided to children and adults, staffed
bed days, and total number of discharges. The data can be manipulated to create utilization rates and average
lengths of stay for these hospitals and the private system as a whole. The most recent data (FFY 15) data shows
that there are 741 staffed beds available and the overall system utilization rate is 85%. The rate is 76% for
children and 87% for adults. This means that on any given day over 110 beds are available in private hospitals,
approximately 26 for children and 80 for adults. These beds are available while patients are waiting for state
beds. This is not to say that all patients on the state wait list could be served in these beds but some may be
appropriate for these vacant beds if state staff were able to readily identify bed vacancies.
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Comparisons between FFY 11 and FFY 15 data submitted to OHCA show that staffed acute care bed capacity
has risen. There were 705 staffed beds in FFY 11 and there are currently 741 staffed beds, an increase of
approximately 5%. These numbers do not reflect the additional bed capacity of the free-standing specialty
hospitals. These hospitals have an additional 218 beds to meet psychiatric inpatient needs.

No Mechanism Exists to Track Real Time Bed Availability in Private Hospitals

There is currently no statewide system for tracking real time bed availability. This means that some vacant beds
may be unutilized because inpatient providers are unaware of where vacancies exist in the state. Certain private
hospital systems are now employing wait lists within their affiliated hospitals, but there is no wait list that tracks
and manages bed availability within the entire state. Hospitals may fear greater transparency due to concerns
about accepting challenging patients who often have limited discharge options that prolong hospital stays and
ultimately cause reimbursement issues for the hospital. A real time bed availability system would not eliminate
the need for state-operated beds. Many of the individuals placed on DMHAS® Wait List may be inappropriate
for vacant private hospital beds due to histories of violence or serious co-morbid medical conditions. However,
it is believed that some referrals to the wait list could be managed in private hospital beds,

State and Private Hospitals are Increasingly Dealing with More Complex Patients

Both state-operated and private hospitals deal with patients that have increasingly complex behaviors. These
groups of patients may present challenges at the time of admission or at discharge. Some of these individuals
may be served in Whiting, DMHAS’ Forensic Hospital, and be under the jurisdiction of the Psychiatric Security
Review Board (PSRB). Some of these patients may have histories of violence or may pose dangers to
themselves or others. Other patients are transferred to DMHAS after completing prison sentences. Often, these
individuals encounter discharge barriers that may relate to risk factors and community safety. They may require
specialized discharge placements with increased supervision. These individuals may have longer lengths of stay
because their discharge planning moves much more slowly than that of other patients. Over time it is believed
that this cohort of patients grows very slowly and may slow the flow into and out of a hospital.

The utilization data for private hospitals shows that they typically discharge patients within 10 days, so patients
that are perceived to require long stays may not be admitted to a private hospital. When one looks at who gets
placed on the DMHAS waiting list, common characteristics seem to be patients with a history of violence or
serious medical co-morbid conditions.  Some of the more complex patients may be “boarded” in the ED to
avoid placing them on an inpatient unit. The lack of these discharge options may mean the hospital faces
payment issues if at some point the individual no longer meets medical necessity criteria. Discussions with
private hospital behavioral health leadership have touched on the need for more highly structured intensive
residential placement where patients like these could be managed and treated in a setting that was less
restrictive than an inpatient unit. It was felt that these programs could be a temporary “safe holding™
environment or a longer-term treatment environment.

Development of Intermediate Bed Capacity Could Relieve Pressure on State Inpatient Beds

Inpatient bed capacity can only be expanded through state general funds, payment for Medicaid or Medicare
services, or private insurance. There are no other ways to create new beds. The wait list data has also
demonstrated a potential need related to intermediate level of care beds. Wait list data was analyzed over a
period of 5 years in order to examine the lengths of stay for individuals who were admitted to state beds off of
the wait list. Interestingly, approximately 30% of the individuals admitted off of the list had lengths of stay ata
state hospital of less than 90 days. This means that approximately 70 individuals annually could be diverted
from state beds if additional intermediate care capacity existed at the community level. If each of these
individuals required a 90 day length of stay, this would mean that the system needed an additional 6,300 bed

days.
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Currently, DMHAS has 11 private intermediate beds in Bridgeport and Mansfield. Creating new intermediate
care beds in Hartford, New Haven, and Waterbury would ensure statewide access to this important level of care
and would deflect patients from state-run inpatient services. Private hospital providers may be interested in
offering this service based on level of reimbursement. Recent Medicaid changes could make this more attractive
to private hospitals. However, it may be necessary to provide some type of grant or subsidy to cover the cost of
the patients who may be admitted to these programs and at some point in treatment no longer meet Medicaid or
private insurance medical necessity criteria. This expansion of intermediate care beds would only be
advantageous to the state if providers had limited ability to decline referrals and they had the capacity to serve
patients with complex needs.

Discussion and Findings for Community Services

Overview

A comprehensive community mental health network is essential if individuals are to be diverted from inpatient
hospitalization or successfully re-integrated into the community following discharge from an inpatient stay. A
report by TAC indicated that states with well-developed diversionary services like mobile crisis, jail diversion,
and respite beds were better able to manage fewer inpatient beds. The report also stressed the importance of
having intensive community supports like assertive community treatment (ACT) and community support
programs (CSP) and a range of residential options such as group homes and supervised apartments.

Connecticut is a National Leader in the Use of Diversionary Services

Connecticut has a rich array of diversionary services. Across the state, there are 27 mobile crisis programs, 19
jail diversion programs, 7 Community Intervention Teams, and 12 respite programs with 88 beds available for
short-term respite. The programs have been in operation for a number of years and recently have been expanded
to focus on specialty groups like veterans and women. These programs are broadly distributed across the state.
One area, respite, can be more effectively utilized. Respite beds are managed through the Local Mental Health
Authorities (LMHA’s) and they are used to provide short-term residential support to clients that may be
deteriorating and may need hospitalization if they are not stabilized.

Because respite programs are tied to the LMHAs and not looked upon as regional resources, a small number of
vacancies in respite may occur on a regular basis. Respite utilization for FY 16 was approximately 80%, so beds
are available and may be more effectively managed as a regional resource available to all providers in a given
region.. While not all patients who are referred to the waiting list are appropriate for respite, some patients who
are waiting could be diverted if the respite beds were more centrally managed.

Intensive Community Services are Strategically Positioned throughout the State

DMHAS has a comprehensive array of high-intensity community services across the state. These services are
generally categorized as Assertive Community Teams (ACT) or Community Support Programs (CSP).CSP is
provided by 28 agencies across in the state in 39 distinct programs. These programs have the capacity to serve
over 4,500 clients annually. ACT services are offered at 10 LMHA’s or affiliated providers in 19 distinct
programs. The development of the ACT teams was based on an analysis of clients that met or exceeded ACT
standards for service intensity. It is believed that ACT is positioned where needed in the state. These ACT
programs have the capacity to serve almost 1,000 clients per month.
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Connecticut Has a Comprehensive Spectium of Residential Services but Movement Out of These Beds May
be Insufficient to Accommodate Demand for Residential Beds

Most people that are being discharged from inpatient hospitalization need highly structured residential
placements. A substantial portion of patients discharged to the community will require these intensive supports
throughout their time in the community. Unlike some clients who continue their recovery and step-down to less
restrictive residential services, some people do not follow that trajectory and will always require intensive
supports. This creates bottlenecks as other patients require similar resources that are unavailable.

Connecticut has a number of options available including group homes, intensive residential, supervised
apartments, and intensive case management programs that support clients who may be living in scattered-site
apartments throughout the community. DMHAS has close to 900 residential beds but the capacity does not meet
the need for discharge resources. Movement out of these programs is insufficient to accommodate demand for
these beds.

Connecticut took advantage of a Medicaid Group Home Waiver which has allowed the state to receive federal
matching for these services. There is a limitation associated with the Group Home Waiver in that group home
residents must be able to participate in 10 hours of treatment services per week. There are clients who are
unable to participate to that extent due to the severity of their disability. Providers are forced to be more
selective regarding admission to these programs so group homes as structured under the waiver may not meet
the needs of some of the patients with complex psychiatric histories.

In FY 15, 641 individuals were discharged from these residential levels of care. Group homes, which have a
total capacity of 172 beds, only had 83 discharges in FY 15. While these beds are typically being fully utilized,
the turnover is insufficient and many of these individuals will require intensive supports over a number of years.
Placements in supervised apartments also face challenges because clients typically hold their own leases and do
not “leave” the program. They remain in the apartment, but do not create new capacity by moving down to a
less restrictive level of care.

Mental Health Intensive residential beds are an exception in that they are not being fully utilized. There are 100
beds in this level of care and utilization for FY 15 was just over 80%. However, many of these programs are
“holding” placements as clients may decompensate and require inpatient stays to stabilize their conditions. Beds
may remain open for weeks while providers protect a client’s placement. This resource needs to be more
carefully examined to sce if certain beds could be used as respite resources, especially if providers have some
sense of how long the bed may be vacant.

Residential Services are Well Utilized with Few Exceptions

Most high intensity residential services are generally at full capacity and the movement through these levels of
care has generally remained constant. However, these levels of care have low turnover rates and are the most
frequently necded services for hospital discharges. Annual discharges from these LOC’s have remained
constant over the past 5 years (about 650 per year), but additional flow is likely necessary to keep up with the
demand in hospital settings for step-down options like these services.

Mental health intensive residential programs are one exception and have beds available over the course of the
year. This needs to be examined more carefully to see if beds are being held open for periods of time when a
client requires brief hospitalization. These vacancies should be more carefully evaluated in order to see if these
beds could be used for short-term diversions similar to how respite beds are used.
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Specialized Discharge Funds Are Necessary to Create Community Discharge Options

Individuals that are hospitalized within the state system need a broad continuum of community supports in order
to transition and re-integrate into the community. Some simply can benefit from services that exist and are
available in the community like group homes, ACT teams, or other residential supports. However, as the system
begins to serve more patients with serious discharge barriers, these individuals require specialized supports that
may be developed for them or, if possible, a small grouping of patients with similar needs. These discharge
options tequire specialized discretionary discharge funds. These funds allow providers to tailor supports to the
unique needs of the client. This might include enhanced supervision (1-1), structural modifications, and
specialized medical assistance.

These discharge funds have been consistently allocated to DMHAS’ budget in an effort to stimulate discharges.

Capacity at 60 West Nursing Home

DMHAS collaboratively developed 60 West Nursing Home with the Department of Correction in 2013 and has
slowly been building capacity as it worked to get Medicaid and Medicare certification. The facility currently
has bed availability (20+) that could be used for persons that are currently in one of our state hospitals, meet
nursing home criteria, and who could be served in a less restrictive setting. The facility recently received their
Medicare certification and may now be in a position to accelerate referrals. However, the facility must carefully
screen admissions so they do not become classified as an Institution for Mental Diseases (IMD), which would
negatively impact the facility’s ability to bill for nursing home services.
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Recommendations

Data Collection and Tracking of Real Time Bed Availability

Create a “real time” bed availability system that can be accessible to interested stakeholders. There is
currently no way to identify where beds exist across the state and whether any of those beds could be
filled by individuals waiting on the state hospital wait list. Without a real time bed availability system, it
is extremely difficult to ascertain the systems’ inpatient needs. The Administrative Service Organization
(ASO), Beacon, may be able to develop and maintain such a system, as they currently authorize
inpatient placement and could likely re-tool their system to collect this data. Certain hospital systems are
now doing this with their affiliated hospitals, but this needs to be expanded to the entire state. Creating
this new system would likely require additional funding.

Create and disseminate standards for the state-operated wait list. Standards would be established for
when clients are placed on the list, date used for that placement, and clear criteria for removal from the
wait list. As part of the standardization current data elements will be reviewed and state staff will clarify
whether any additional data elements need to be collected.

Improve Management of Existing Resources

Regionalize adult respite beds and manage them through a centralized tracking system, similar to the
Wait List that is maintained by DMHAS to manage inpatient referrals. DMHAS would need to
coordinate with respite providers to communicate new operational standards and processes for filling
respite vacancies.

Expand DMHAS’ utilization management office to better coordinate access to state-operated inpatient
and contracted intermediate care beds, nursing homes, respite, and intensive residential supports. The
office should be capable of utilizing data from multiple sources to determine respite, residential, and
inpatient bed availability. This would allow that office to better track bed availability that may be the
due to “holding” beds in intensive mental health residential programs where beds are left vacant for a
period of time when a patient is re-hospitalized, but the patient will need the bed upon discharge.

Enhance discharge planning capacities at state-operated community inpatient facilities. Connecticut
Valley Hospital has benefited from increased emphasis in this area by hospital leadership. This is
reflected by a consistent number of discharges over the past 5 years. This change was effected on
multiple levels that involved hospital leadership, line staff, and increased involvement and responsibility
of community providers. The same type of approach should be replicated at other community hospitals
which have seen a trend of reduced discharges over the past 5 years. This type of enhancement might
require funding for additional staff that would be instrumental for discharge planning.

Currently, CRMHC has 16 beds that are not currently certified as an inpatient facility. DMHAS should
consider moving these beds to CVH which is a certified inpatient facility. This would provide several
advantages. This would allow DMHAS to bill for eligible patients and would create greater efficiencies
from a staffing perspective, offering patients greater resources that could assist in clinical care and
discharge planning. The move to CVH might permit more challenging patients to be admitted which is
more limited at CRMHC. DMHAS might also be eligible for a small amount of DSH payments if this
move were to occur.

Systematically review all state-operated patients to determine if they meet nursing home care criteria
and could be transitioned to 60 West Nursing Facility. The facility has slowly moved toward full

47



capacity as it worked to obtain Medicare and Medicaid certification. Now that this has been finalized,
DMHAS should accelerate referrals to the facility. The same review should be applied to the state
hospital wait list to determine if there are patients who have been referred to DMHAS by private
hospitals who meet nursing home criteria and could be diverted from state-operated inpatient stays.

=  Maintain the use of Community Care Teams (CCT’s). The CCT’s have been effective in managing
patients who frequently use emergency department resources. These teams serve to link clients to
appropriate community resources and reduce unnecessary utilization of emergency department or
inpatient resources.

Explore the Development of New Resources Should Funding Becomes Available

» Explore whether private hospitals would be interested in developing a small number of adult
intermediate care beds. If feasible, it would be advisable to try to develop these additional beds in those
metropolitan areas that do not currently have this capacity such as the Hartford, Waterbury, and New
Haven areas. Since DSS has changed the manner in which private hospitals are reimbursed for inpatient
services (per diem rate), it is believed that this expansion could be paid for through Medicaid
reimbursement. Based on data hospitals provide to OHCA, hospitals have excess capacity which could
be tapped for the development of these beds. It might be necessary for the state to identify supplemental
funds that could be used by these hospital systems in the event that patients need additional care and no
longer meet medical necessity or are uninsured. A contractual arrangement like that which exists
currently for intermediate beds could serve as a model.

» Relieve the gridlock in state inpatient facilities by increasing the availability of high intensity residential
programs. These programs would accommodate individuals currently in state hospitals who could be
placed in community settings with the appropriate level of treatment, supervision, and support.

» Maintain annual increases to the Discretionary Discharge Funds allocated to DMHAS. These funds are
essential for the development of options for those patients that cannot be discharged to existing
community resources. These funds have been instrumental in the past for increasing discharges from the
state-operated system. If the funds are not enhanced each year it makes it increasingly difficult to
discharge patients who require greater support than what is typically offered in our existing services.
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The Department of Children and Families (DCF) Psychiatric Services Study Report

Introduction
On October 1, 2014, the Department of Children and Families submitted the Children’s Behavioral Health Plan

in fulfillment of the requirements of Public Act (PA) 13-178, one part of the Connecticut General Assembly’s
response to the tragedy in Newtown in December 2012. The legislation called for the development of a
“comprehensive implementation plan, across agency and policy areas, for meeting the mental, emotional and
behavioral health needs of all children in the state, and preventing or reducing the long-term negative impact of
mental, emotional and behavioral health issues on children.” Although the plan was developed under the
guidance of DCF, the product represents the extensive public input and discussion over an 8 month period and
aspires to be owned by the diverse set of organizations and individuals who had a part in its design.

The plan noted that there are approximately 783,000 children under age 18 currently in Connecticut,
constituting 23% of the state’s population. Epidemiological studies using large representative samples suggest
that as many as 20% of that population, or approximately 156,000 of Connecticut’s children, may have
behavioral health symptoms that would benefit from treatment. Researchers have found that between 37 and 39
percent of youth in the three studies had received one or more behavioral health diagnoses between ages 9 and
16. Half of all lifetime diagnosable mental illness begins by age 14. Despite the prevalence of behavioral health
conditions, an estimated 75-80% of children in Connecticut with behavioral health needs do not receive
treatment. The 2014 report acknowledged the tremendous strides the State of Connecticut has made in building
a more responsive service system while acknowledging the need for continued improvements and
advancements. In addition to the extensive input gathering, the process examined milestones in the
development of the children’s behavioral health services and systems from 1980 through 2014. Based on the
feedback, the plan put forth a theory of change to drive the work moving forward and identified seven thematic

areas which are:

System Organization, Financing and Accountability

Health Promotion, Prevention and Early Identification

Access to a Comprehensive Array of Services and Supports
Pediatric Primary Care and Behavioral Health Care Integration
Disparities in Access to Culturally Appropriate Care

Family and Youth Engagement

Workforce

OEmEOOw»

The Plan and recommendations set forth within has served as the “blueprint” guiding the Department’s work
and that of its partners and has the benefit of the Children’s Behavioral Health Plan Implementation Advisory
Board codified in Public Act 15-27. Since its original submission, two progress reports have been submitted,
one in 2015 and the most recent on September 15, 2016, both of which can be found at www.plan4children.org

The below illustration, contained within the original report, serves as a visual of an improved service array and
highlights primary system infrastructure functions.
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Figure 13: CT Children's Behavioral Health System of Care

In the last six year period DCF has made a concerted effort through numerous activities to reduce the number of
children who:

e were stuck in hospital emergency departments (EDs)

e were in need of out-of-home residential placement

e had high numbers of inpatient and congregate care stays

e had high lengths of stay in inpatient hospitals and congregate care settings

e were slow to be discharged

Expanding and enhancing the community based service array has been a primary strategy to achieve these

outcomes. The continued building of the children’s behavioral health system is grounded in the following

tenets:

e Children/youth with behavioral health needs are identified early and have access to appropriate care;

e The service system promotes equity and reduces racial and ethnic disparities;

e There is a full service array that is available and children/youth and families are matched to the appropriate
treatment based on their needs not on what is available;

e Providers are trained and supported to provide services backed by the best available science for
effectiveness

o Services are supported by robust data collection, reporting and quality improvement systems

e Children/youth and families achieve the best possible outcomes and expenditures are held at reasonable
levels
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The 2016 Progress Update outlines the multiple activities underway among seven state Departments and their

partners, where collaboration and coordinated planning are advancing the service system. Findings to date

include:

o Service systems being designed to promote access, quality, and outcomes, for example, eliminating
exclusionary contract criteria that previously served as a barrier

o An increased awareness of health equity and disparities, with implications for programming and data

collection/reporting

More children and youth are getting evidence-based treatment (EBT) than ever before

CT is a national leader in the delivery of EBTs and trauma-informed systems and services

Outcomes data demonstrate that children and youth are getting better

CT is delivering home, school, and community-based care that is both clinically and cost effective

The following charts are included to demonstrate the trends over the years in response to systemic changes.

Emergency Department and Inpatient Services for Children

Behavioral Health ED Volume

Total Numbaer of B LD ‘-‘li,lt; by Youth & Numb_a_r of Unigue Youtn -~ ~
o s Behavioral Health (BH) ED |
utilization has been relatively
steady, with a 5% increase
from 2012 to 2014, which
mirrors the 5% increase in
youth Medicaid membership for
the same time period.

- —

The number of unique youth
accessing the ED for behavicral
health needs has also been
steady, with a 3.7% increase.

»amee of BH ED

rovk 20vy 2084

Figure 14: DCF — Behavioral Health ED Volume
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Quarterly Volume of Youth Delayed in the ED
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Figure 15: DCF - Quarterly Volume of Youth Delayed in the ED
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Figure 16: DCF - Seasonal Monthly Trends of ED Delays
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Figure 17: DCF - Acute Inpatient Average Length of Stay
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Figure 18: DCF - Acute Inpatient Discharge Yolume
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Figure 19: DCF - Percent of Delayed Days
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Figure 20: DCF - Volume of Youth on Discharge Delay
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DCF State Operated Inpatient Services for Children
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Figure 22: Wait time for admission to Solnit
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Bed Capacity and Utilization for Solnit

Table 16: Solnit South Hospital Bed Capacity and Utilization, FY14-16

Solnit South Hospital

Bed Capacity Utilization
FY14 50 84.18%
FY15 50 82.25%%
FY16 50 86.57%*
*tilization rates lower than anticipated, secondary to RN vacancies and the need to meet CMS hospital standards
Table 17: Solnit South PRTF Bed Capacity and Utilization, FY14-16

. 0 DR

Bed Capacity Utilization
FY14 24 78.70%
FY15 24 77.94%
FY16 24 90.74%

Table 18: 2011 Pediatric Psychiatric Inpatient Bed Capacity

2011 Pediatric Psychiatric Inpatient Bed Capacity

Hospital Child Beds Adolescent Beds Swing Beds

Hospital of St Raphael's 20 (combined child & adol) 20
IOL 8 14 22
Manchester Hospital 0 6 6

Natchaug Hospital 6 18 3 27
St Francis Hospital 8 8 16
St Vincent's Hospital 16 {(combined child & adol) 16
Waterbury Hospital 0 6 6

Yale New Haven Hospital 15 15 30
Statewide 143
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Table 19; 2016 Pediatric Psychiatric Inpatient Bed Capacity

2016 Pediatric Psychiatric Inpatient Bed Capacity

Hospital Child Beds Adolescent Beds Swing Beds Total
Hospital of St Raphael's N/A 0
[o] B 9 14 23
Manchester Hospital 0 6 6
Natchaug Hospital 24 (combined child and adol) 24
St Francis Hospital 6 | 6 12
St Vincent's Hospital 16 (combined child & adol) 16
Waterbury Hospital 0 6 6
Yale New Haven Hospital 16 23 39
Statewide 126

# of Solnit Admissions PRTF and Hospital

FY16

FY15

FY14

60 80 100 120 140 160 180

o
~
o
S
o

m Solnit South PRTF  m Solnit South Hospital

Figure 23: Number of Solnit Admissions, PRTF and Hospital
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# of Solnit Discharges PRTF and Hospital
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Figure 24: # of Solnit Discharges, PRTF and Hospital

Community-Based and Diversionary Services for Children and Families
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Figure 25: DCF - Home-Based Services Admits
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IICAPS Utilization
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Figure 26: DCF - IICAPS Utilization

Outpatient Utilization Growth
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Figure 27: DCF - Qutpatient Utilization Growth
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Frequency of Outpatient Use

Frequency Distribution: Percent of Youth Medicaid Members by
Number of Qutpationt Visits in a 6-Month Time Period
CY 2011-2013
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Figure 28: DCF - Frequency of Outpatient Use

Increase in EMPS-Mobile Crisis Intervention Services for Children

Access, Quality and Outcomes in EMPS
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Figure 29: DCF - Access, Quality, and Qutcomes in EMPS
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Unique Children Served, 2015
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Figure 30: Connecticut Children Population and EMPS Unique Children Served, 2015
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Increase in Evidence Based Programs

Evidence-Based Treatments (EBTs)

Age
Practice Model Appropriate for Range |Format
Cognitive Behavioral Intervention for Trauma in | Distress caused by violence, 7-17 Group-based;
Schools (CBITS) abuse, or other trauma School-based
Modular Approach to Therapy for Children with | Anxiety, depression, behavior 6-15 Individual; clinic-based
Anxiety, Depression, Trauma, and/or Conduct problems, and/ar trauma
Problems (MATCH)
Trauma-Focused Cognitive Behavioral Therapy | Distress caused by violence, 3-17 Individual (caregiver
(TF-CBT) abuse, saxual abusae, or other preferred); clinic-based
trauma

F AR A
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Figure 31: DCF - Evidence-Based Treatments
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Figure 32: DCF - Children Receiving EBP




DCF Recommendations

Connecticut has seen significant progress over the last six years, responding to the feedback from families and
continuing to enhance community based services and supports. Children generally do much better receiving
treatment in their homes, community and schools, rather than being removed and placed in restrictive settings.
When a child is in need of a higher level of care, it should be comprehensive, intensive and of short duration in
order to minimize the unintended consequences of being removed from their home, community and school.
Further support to schools and pediatricians, increased use of screening and capacity for crisis support are some
ways in which the service system is responding earlier and supporting the whole family.

The Department set forth a comprehensive set of recommendations and strategies in the 2014 Children’s
Behavioral Plan and has outlined progress towards achieving those goals in the two subsequent reports. DCF
convened the Children’s Behavioral Health Implementation Advisory Board, implemented CT’s first Care
Management Entity, coordinated financial mapping efforts with other activities and state agencies and
implemented services to better support the integration between behavioral health and schools and pediatricians.

The three reports also highlight the investment of multiple state agencies to advance the goals of the Children’s
Behavioral Health Plan. The 2016 submission includes a summary table that builds on the original grid
included in the Plan’s October 2014 report. This modified table is meant to serve as a snapshot reflecting the
multiple activities underway by various stakeholders and includes progress updates on the intended measures as
well as partners connected to each of the activities that support the fulfillment of the goals set forth. It is the
Department’s intention, in partnership with multiple stakeholders both public and private and in response to
Public Acts 13-178 and 15-27, to continue to advance the goals outlined in the 2014 plan.
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REPORT OF THE GOVERNOR 'S BLUE RIBBON COMMISSION ON MENTAL HEALTH

Chairman’s Preface

This report to Governor John Rowland is responsive to his Executive
Order # 17A. In that order he clearly outlined the challenge and the goals
of the Commission. We hope this report will enable the Governor, and
those who are concerned about mental health in Connecticut, to review the
past and present state of our mental health services and to view the
Commission's recommendations as a timely opportunity. These
recommendations are the result of the creative, dedicated work of several
hundred citizens (professional experts, advocates, persons in recovery and
family members) who are committed to sustaining their efforts in the
service of the goals outlined in Governor Rowland’s Executive Order.

The Blue Ribbon Commission suggests the creation of a Mental Health
Policy Council designed to work with the Executive Branch as it begins
implementing the Commission’s recommendations in a practical and
sustained manner. The current crisis of gridlock in state hospitals and in
the emergency rooms and inpatient units of our general hospitals and the
need for more community options in order that children and adults may
receive appropriate services in the least restrictive environment, needs
immediate attention. This issue is described in Secretary Ryan’s letter of
June 14, 2000. In calling for a behavioral health summit meeting on June
26, 2000, he refers to the “...myriad of issues related to the mental health
crisis in the state and its impact on consumers, families, and providers.”
These are issues for which the Executive Branch, under the leadership of
the Governor, will find eager collaborators in the Blue Ribbon
Commission, its four Expert Panels and those who actively participated in
the six public hearings. At the same time the longer-term issues and '
recommendations can be addressed in a systematic manner over time.
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Psychiatric Disabilities in Real Life

The following vignettes were adapted from statements made by people
who testified at public hearings held throughout Connecticut on the
Governor’s Blue Ribbon Commission on Mental Health:

Q A seventy-year-old woman wonders what will become of her 40-year-old son
when she dies. The son has paranoid schizophrenia and has lived with her all
his life.

Q A father with tears in his eyes speaks of having exhausted his home equity by
borrowing to pay for his daughter’s mental health treatment after the family’s
insurance benefits ran out.

O A mother asks why she has had to wait for months to have her 7-year-old
daughter evaluated by a mental health specialist.

O A woman describes her experience with mental iliness. She says: “I know
first hand the isolation, the terror, and the lack of sensitivity that are
experienced by many people with psychiatric disabilities.”

Q A man with co-occurring mental illness and substance abuse goes to jail after
being charged with domestic violence for threatening his mother. She
describes her failed attempts to get help for him.

O A mother of a suicidal child with bipolar disorder reports having to send her
child to California to obtain care due to a lack of Connecticut treatment
Jacilities,

O A distraught mother recounts that her son with a psychiatric disability has
been robbed repeatedly and on one occasion, severely physically assaulted
because of where he is forced to [ive.

Q  Within 24 hours afler being arrested for a minor offense an eighteen-year-old
young man with a psychiatric disability is found dead in his jail cell.

Q  An adult suffering from complex medical problems and severe depression is
placed in a nursing home for lack of a more appropriate facility.

Q A 45-year-old woman with bipolar disorder is admitted to a homeless shelter
following her discharge from a hospital for treatment of her psychiatric
disability.



REPORT OF THE (GOVERNOR 'S BLUE RIBBON COMMISSION ON MENTAL HEALTH
REPORT SUMMARY
Introduction

Recognizing mental health as a serious concern to the well being and
prosperity of Connecticut residents, Governor John G. Rowland
established the Blue Ribbon Commission on Mental Health in January
2000. His order mandated the Commission to examine the mental health
system and to recommend how it might be improved. As the Commission
conducted its study, particular emphasis was placed on exploring ways that
academic, private and state agencies could collaborate to improve the
range of services needed by people with mental illness throughout their life
cycle. Strategics for promoting mental health and preventing mental
illness were investigated, as well as strategies for supporting people who
have menial illnesses and those who are in recovery.

The Blue Ribbon Commission

The Blue Ribbon Commission consisted of fifty members, with fifteen
members serving on the Steering Committee. Panels of experts were
assembled to address four perspectives:

Advocacy and consumer perspectives
Management of services

Prevention

Treatment and intervention.

0o0opoDo

The members of the Commission and of each expert panel were chosen so
that both the issues of concern to children and their families and the issues
of concern to adults were represented. In addition, members were chosen
to represent diverse areas of expertise relating to mental health. During six
public hearings held across the state, about 600 people attended and 200 of
them presented testimony.

Challenges Facing Connecticut

The issues that emerged from the work of the Commission and from the
public testimony point to a critical concern about access to mental health
services, as a component of health care. The crisis in access to this form of
health care spans the public and private systems. Although Connecticut
was recognized as having one of the country’s best community mental
health systems for adults a decade ago (Torrey, 1990), there are signs that
many people who need services are not getting access to appropriate care.
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Similarly, the child mental health system, while having made important
gains in the last several years, is inadequate to meet current needs. For
every person in Connecticut who receives mental health care, at least one
other person who needs services is not receiving them. From the
perspective of children, families and adults who cannot obtain needed
access to this form of health care, the crisis is real and immediate. This
theme was echoed repeatedly by citizens who testified at the six public
hearings held by the Commission.

Signs of the crisis in access to appropriate services and other significant
problems have been brought to the attention of the Blue Ribbon
Commission, including the following:

a In Connecticut, during a single year, there are an estimated 600,000
adults with mental illness (including 135,000 with serious mental
illness) and 85,000 children with serious emotional disturbance, yet it
is estimated that only about half receive any form of public or privately
funded treatment.

o Spending on publicly funded community-based services has not kept
pace with the influx of new client groups entering the system.

n Cost cutting efforts by private sector managed care companies are
reducing access to services and forcing people to seek care in the
public system.

n The closure of two major state hospitals during the past four years has
placed demands on the community system beyond its capacity to
respond effectively.

G Absence of appropriate community services has caused gridlock in
hospital beds making it difficult to discharge those no longer in need of
hospitalization and equally difficult to admit people who need acute
inpatient psychiatric care. Gridlock also exists between acute,
intermediate length-of-stay and long-term care inpatient units within
state hospitals. This prevents the transfer of patients already in these
facilities to the appropriate level of inpatient care.

o A growing number of Connecticut general hospitals have cut back and
are considering further reductions in their psychiatric services, because
they are no longer able to afford the financial drain of supporting such
services.

o Criminal justice officials and operators of nursing homes and shelters
for the homeless report increasing numbers of people with psychiatric
disabilities entering their facilities.

@ Advocates for the homeless estimate that about 6,000 people with
mental disabilities are living in Connecticut shelters.

o Advocates for children’s mental health services point to a
disproportionately high percentage of spending on inpatient and
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residential care, due to insufficient outpatient alternatives. Meanwhile,
350 children needing mental health treatment have been placed in out-
oftstate residential facilities because the services they require do not
exist in Connecticut.

Q Stigma is a major barrier to people accessing care and interferes with
people in recovery.

o There are widely circulated reports of children being held for days in
general hospital emergency departments because of a lack of
appropriate community alternatives.

o Educational systems at every level are not adequately integrated into
the children’s mental health delivery system.

0 Programs designed to promote mental health and prevent mental illness
are not generally funded or available.

o Consumers and family members are not involved as equal partners in
decision-making regarding services they receive and what services are
provided.

o Although some gains have been made, much more needs to be done to
strengthen the cultural responsiveness of mental health services.

Taken together, these factors signal the need to thoroughly examine mental
health care in Connecticut in order to promote mental health, strengthen
prevention efforts, and improve mental health treatment and support for
people throughout the life cycle. All of these factors point to an emerging
crisis in the State that must be addressed as a major health care priority.

Vision for the Future

Connecticut’s response to these issues must be built on both a shared
vision and principles that guide development of the public and private
mental health services for children, families and adults. Under these
principles, Connecticut must ensure that:

o A full continuum of care and supports is developed and maintained that
provides people adequate choice of services and providers.

0 Access to appropriate care is timely and easy to obtain.

o People who use services arc treated with dignity and respect and their
legal rights are protected.

o Best practices and the latest scientific knowledge guide service
delivery.

o Services are culturally responsive and sensitive to the needs of diverse
groups and individuals.

o Services and programs support early intervention and prevention.

o Care for Connecticut citizens is provided within the state’s borders.

o Funding and reimbursement for mental health services are adequate to
support quality care.
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o Mental health services are designed to promote recovery and self-
sufficiency and improve quality of life, health and well being.

o Service delivery decision-making is made at a local level, with
consumers and family members as equal partners in these discussions.

0 The stigma associated with psychiatric disabilities and the use of
mental health services is reduced.

o Local school systems are full partners in community-based mental
health collaboratives for children with severe emotional disturbances.

Recommendations

The recommendations of the Blue Ribbon Commission centered on six
issues specified by the Governor's order:

1. How the mental health, child welfare and criminal justice service
systems can work together more effectively.

2. How the state can maximize the collaboration of state agencies and the
academic and private communities with expertise in the area of mental
health.

3. Potential applications of new knowledge in the area of prevention and
earlier identification of mental illness.

4. The treatment approaches that need to be emphasized and more
effectively used as the state incorporates increased community-based
treatment,

5. The major successes and challenges of the public mental health system
from both the national and Connecticut perspectives.

6. The perspective of the advocacy and consumer community as to what
is in the best interest of consumers and their families.

Based on study and analysis of the existing service system, the Blue
Ribbon Commission has developed several priority recommendations. In
addition, the Commission has identified two mechanisms for implementing
these recommendations, The Commission's priority recommendations
were adapted from the work of the Commission, its Steering Committee,
the Expert Panels, and from input garnered during public hearings. In
addition, more detailed recommendations were made by the Expert Panels
and are incorporated herein by reference.
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Recommendation: Address gridlock in care delivery for children and
adults.

Timeframe: Immediate action required.

Addresses Governor’s Area of Emphasis Items # 4 and 5.

Immediate steps must be taken to ensure that inpatient care is accessible
when needed, both for children and adults. To do this, the system must
develop a full continuum of community-based services within each
geographical area of the state. Community services must be enhanced
without compromising the availability and quality of inpatient care.

Issue: This recommendation addresses several critical issues. Local
community services are neither adequate nor accessible for children with
severe emotional disturbance. Similarly, insufficient community services
for adults result in increased demand for acute care (e.g., hospitalization)
as clients with unresolved clinical needs continue to deteriorate. Patients
already in hospitals, who could be discharged to less restrictive settings,
have nowhere to go, resulting in system "gridlock." These problems have
been exacerbated by cost-containment efforts related to managed care.
Providers must struggle with the enormous financial drain of serving
people without adequate reimbursement. Because of this, some providers
have discontinued care for the most vulnerable populations. While the
impact of managed care related cost cutbacks have been felt throughout the
system, general hospital behavioral health programs have been particularly
hard hit. Most importantly, people who need services encounter
difficulties obtaining access to care, or the duration of treatment is cut
short of that necessary to achieve positive outcomes. Some people,
discharged prematurely from inpatient settings because they no longer
qualify for care, end up in shelters for the homeless.

For further discussion of this topic see the Treatment and Intervention
Expert Panel recommendations #1, #4, and #6.

Recommendation: Adjust rates to ensure adequate support for mental
health services.

Timeframe: Immediate action required.
Addresses Governor’s Area of Emphasis Items # 4 and 5.
State agencies, including Office of Policy and Management (OPM),

Department of Social Services (DSS), Department of Children and
Families (DCFE) and Department of Mental Health and Addiction Services
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CHAPTER V - SUMMARY OF PRIORITY RECOMMENDATIONS

This chapter provides a summary of the Commission’s primary recommendations. The
recommendations were formulated based on discussion of Commission and Steering Committee
members, input from public hearings and the findings and recommendations of the Expert
Panels. These recommendations have been selected because they:

s Offer significant benefits over time for the mental health system and for Connecticut
residents across the life cycle.

¢ Reflect issues so compelling that they must be addressed at this time.

e Reflect issues identified during the public hearings or in connection with the work of the
Expert Panels.

e Offer the greatest feasibility of implementation in an environment of competing fiscal
demands, needs and priorities.

« Concur with national issues identified in the Surgeon General’s Report that are also of
concern to Connecticut.

The priority recommendations are as follows:
Address Gridlock in Care Delivery for Children and Adults

Issue: Inadequate or unavailable local community and residential services for children and
adults with serious mental illness have resulted in unnecessarily lengthy inpatient stays.
Children are also being held for extended periods in emergency rooms because of the absence of
appropriate alternatives. Managed care related cost containment efforts have caused some
providers to discontinue care to vulnerable populations.

Recommendation: Immediate steps must be taken to ensure timely access to acute inpatient care
for children and adults by developing a continuum of services without compromising the
availability and quality of inpatient care.

Enhance Community Services

Issue: Some children with serious emotional disturbance and adults with serious mental illness
are not well served in many parts of Connecticut. Treatment is hindered by long waiting lists for
treatment, the absence of basic service elements, or programs that do not follow best clinical
practices. Necessary community services include, among others, outpatient psychiatric
evaluation and treatment, rehabilitative and residential services, and non-clinical supports.

Recommendation: DMHAS and DCF, in collaboration with appropriate agencies and
consumers, should assess existing community resources and based on identified service-gaps,

expand the community-based system to include a full spectrum of services that respond to:

s Specific disorders and functional impairments.

52




REPORT OF THE GOVERNOR 'S BLUE RIBBON COMMISSION ON MENTAL HEALTH

CONTENTS
Chairman’s Preface....cier.. I A R e
Psychiatric D1sab111t1es in Real Llfe TN T v
Governor’s Executive Orcler .............................................................. XXXVi
Commission and Steering Committee MEMbEIS wvuvviivserssesessininnnes xxxviii
Expett Panel Members....c.urrcrsmsnmimsisssassnnss B — KXXIX
CHAPTER I - INTRODUCTION ... U |
The Blue Ribbon Commission and Expert Panels A
Content of the Report.... o
CHAPTERII - CURRENT DEVELOPMENTS IN MENTAL I—[E‘,ALTH 6
Defining Mental Health and Mental Illness... AU ———— .
Mental Health Problems versus Mental Illness ; 6
Mental Health: A Report of the Surgeon General Grasmasiniis 7
The Impact of Psychiatric Disabilities... 8

Psychiatric Disabilities among Adults, Chlldren and Adolescents .8
AcCeSS t0 TrEatmMENt. ...ovierrmssmsmssisininars st sessessensssinsasses 10
Treatment is Effective... R S0 PR O .
The Burden of St1gma .............................................................. reensirerensers 13
The Emerging Role of Consumers, Families and AdVOCALES 1ovvrversersnnee 15
Hope for Recovery ... T, | »
Responding to Cultulal Needs T o P s L |
Implications of the Olmstead Demsmn TUOR | .
The Need for a Behavioral Health Approach S — n 20
Mental Illness and Violence ... 22
The Criminalization of Mental Illness srecmasini 20
Financing of Mental Health Care at the Natlonal Level v 2
CHAPTER ITI - EVOLUTION OF MENTAL HEALTH CARE IN
CONNECTICUT ... B ———— T !
A Perspective on H1st01"y ........................................................................ 30
CHAPTER IV - MENTAL HEALTH SERVICES IN CONNECTICUT
TODIAY. ..o oxeeasmersmeneifiiiiiis i e A PO .34
Conneotlcut’s Mental Health Servmes for Chﬂdren Adolescents and
HHETE FAMIHEE 1vvevveriiesessseresnsisnssnsesssssanssssssasspisesssnemsnasnsasesiassissnsasssinisnsas 34
Adult Mental Health Services in Connectiout .. T 11
Adult Service Systemn COMPONENES cueievmimimmmmmsniestossnes v 40
DMHAS Client Characteristics ... O3 |
Trends in the Utilization of Adult Mental Health Serwces w4
The General Assistance Behavioral Health Program PR 48
Financing Mental Health Services in Connectiout oo weenmimisnsgonss 49
INSUrANCE PATILY c.cvvvvsccrecmmiieiasnssiinisnnss s csissssssisnensssassnssosesstasspossans .50
CHAPTER V — SUMMARY OF PRIORITY RECOMMENDA’I’IONS ik
CHAPTER VI — MECHANISMS FOR IMPLEMENTATION....
Mental Health Service Enhancement (A Veh1cle)
Opportunities for Collaboration... —

EXHIBIT




REPORT OF THE GOVERNOR'S BLUE RIBBON COMMISSION ON MENTAL HEALTH

CHAPTER VII - THE EXPERT PANEL REPORTS ....cocereernnen .62
Advocacy and Consumer Perspectives.......couu... - X
Current Efforts to Bring Consumer Pcrspectlves mto Pohcy and
Practice... ettt et sats s s srerana s sarsassver OO
Current Advocacy Resources .............................................................. 65

Current Need for a Better Informed, Caring Community........ocevenre. 67
Advocacy Panel Issue #1 — Involvement in System Design and

Evaluation ... w 68
Advocacy Panel Issue #2 Enhancmg and Coordmatin g Advocacy
RESOUITES 1rvvereriecvssnscersssessrnsessivnisensessiressesmsssassesssessossssssnssssmassssossiosns 70
Advocacy Panel Issue #3 — Enhancing Public Undcrstandmg ........... 74
Advocacy Panel Issue #4 — Role of Kindergarten-12% Grade
Education SYSIEIm ... ersccrernerscsmisnsssessissmesssesssessesnsressssnss 76

Advocacy Panel Issue #5 — Integration of Person with Behavioral
Health Needs into Communities and Neighborhoods........evuriverennn 78

Managing SeTVICES...iummmrnercsirmnrrerissssssasrrsssssnsssmseessssersssessessissssssnss 80
M. 8. Panel Issue #1 - Sufficient Funding ......ccouerervecerereecrsesnssennene 88
M. 8. Panel Issue #2 - Local Management of Services v.uormesevnnes 93
M. S. Panel Issue #3 - Development of Services for Young Adults... 94
M. S. Panel Issue #4 - Ensuring Accountability for Services............. 96
M. S. Panel Issue #5 ~ Supporting Professional Development ........... 98
M. 8, Panel Issue #6 - Cultural COMPELENCe ....vvevveresceeeesnivssssssiresionas 99

PIEVENTION suvveiiecisitecrrersscensacssnstasestsssrasss s reessesssssrasecsseesensesessssenisse 101
The Parameters 0f Prevention ... e ciesmerrsiessesisssrssesssssrssesens 101
The Factors Facing Improving Contemporary Family Life, Learning
A0 SALELY vorreireririe s sr s st ses e e s 102
Values Behind Primary Prevention... wssnsrsesenrenne 104
The Importance of Prevention and Health Promotlon for
Connecticul’s CHHZENS ... rrcncvsnreinnerrrsessanteseressesssssmssrsmsssansnsias 104
Prevention Practice FrameworK. .......e.viecnniinnenscsssnserensrissennes 105
Points of INterVention. ....coceerrserrvmnerenasssassresenmmessesnssseesensessessessoss 108
Prevention Panel Issue #1 — Integrate Primary Prevention into the
SEALE SFSIEIMeu.vcorrernrrerersereescassnssseesessermsverersssserorsssmessrsssnsssessssnseses 112
Prevention Panel Issue #2 — Best Practices in Prevention............... 114
Prevention Panel Issue #3 — Promote Mental Health as Way of Life115

Treatment and INtervention......ccoeecnvmievemineereseenissmssissrssssssssees 117
IOAUCHON cecstserrarrensiss e s asasssaese e sass s smsass b s smmsar e bt st s snesasnrans 117
T/1 Panel Issue #1 — Treatment and POlicY ..o veiessemniseresesseesses 120
T/ Panel Issue #2 — Systom 0f Care......covivvrorinsesrssrersessrsssnens 121
T/ Panel Issue #3 — Quality of Services. .o romnecsrenercremsesesons 122
T/l Panel Issue #4 — Persons with Mental Iliness in the Criminal
JUSHCE SYSIEIM crsseverrrrrerrerenrinenssrerionsssassssnsssssssssosvassssansesosssnsnsmsosseans 123
1/ Panel Issue #5 — The Problem of Fragmented Care.....coovvunnnn.. 127
T/I Panel Issue #6 — Gridlock in the Delivery of Acute Care Services
FOI CRILATEN. ..o v ccertrcrvrre v ensenns s ssas sesersss s esaresaneresassnans 129

ii




REPORT OF THE GOVERNOR 'S BLUE RIBBON COMMISSION ON MENTAL HEALTH

T/1 Panel Issue #7 — The Needs of Youth Transitioning Into The Adult

32t 11 S Y STV UURUURURTOPRRI I ) |
CHAPTER VI - CONCLUSION....ccoiciionimimnissssissssssmsssesrensnnes 134
REFERENCES ....ticooteincentinrriresnesscsereesmsasissmnsinse sisresesnraspassinensssassssssias 135

TABLE OF FIGURES
Figure 2-1: Percent of Adults with Behavioral Health Disorders During
N Y AL 11varmreircenierecrrse st rrenceesseseprere st st smeseressesnentasaess sassessnsaonanasasssnine 9
Figure 2-2: Estimate of Adults with Mental Hiness in Connecticut in One
Y 8L 1 vs1irserisneseeniantsnsnnssbssrsssarseserssanenseemtresseassnssesseenssrbuebennnenarnetadisisen 10
Figure 2-3a: Annual Prevalence of Mental/Addiction Disorders and
Services for AdUS. ..o vt ssss s seb e 12
Fignre 2-3b: Anmual Prevalence of Mental/Addictive Disorders and
Services for AdUlS. i e 12
Figure 2-4a: Annual Prevalence of Mental/Addictive Disorders and
Services for ChilAren ... s sressesssssreeves i3
Figure 2-4b: Annual Prevalence of Mental/Addictive Disorders and
Services for ChIlAIer . o e soessessemssbaie 13
Figure 2-5: Bffectiveness of Treatment for Various Disorders ...o.ovvvinn. 14
Figure 2-6: Connecticut Behavioral Health Model.....ccovimmminiminnieiin, 21
Figure 2-7: DMHAS Clients with Co-ocourring Disorders...oin 22
Figure 4-1: DMHAS Mental Health Clients Profile — Gender........coceo... 42
Figure 4-2: DMHAS Mental Health Client Profile — Race/Ethnicity........ 42

Figure 4-3: DMHAS Mental Health Client Profile — Age..cooecrvcrcrncnnns 42
Figure 4-4; Diagnosis of DMHAS Inpatients and Community-based

CHIBNES crruieeecsissrnresrtisinnsiss s ssessessssrasssarsssras st s smsssnsessetsoobesbasiarssms smtnrs 43
Figuare 4-5: Adults with Mental Disorders Compared to those in Treatment

with DMHAS during 0One Year.....caueninimermiiemsmmses 44
Figure 4-6: DMHAS Inpatient Census .....ummmminmemiiians 45
Figure 4-7; DMHAS and Private General FOSPIals coumiserssinssnessserssens 45
Figure 4-8: Unduplicated Clients by Level of Care.....vvvcorecinisiicnssinens 46

Figure 4-9: DMHAS Mental Health Clients Served by Fiscal Year ......... 47

iii




REPORT OF THE GOVERNOR 'S BLUE RIEBON COMMISSION ON MENTAL HEALTH

Chairman’s Preface

This report to Governor John Rowland is responsive to his Executive
Order # 17A. In that order he clearly outlined the challenge and the goals
of the Commission, We hope this report will enable the Governor, and
those who are concerned about mental health in Connecticut, to review the
past and present state of our mental health services and to view the
Commission’s recommendations as a timely opportunity, These
recommendations are the result of the creative, dedicated work of several
hundred citizens {professional experts, advocates, persons in recovery and
family members) who are committed to sustaining their efforts in the
service of the goals outlined in Governor Rowland’s Executive Order.

The Blue Ribbon Commission suggests the creation of a Mental Health
Policy Council designed to work with the Executive Branch as it begins
implementing the Commission’s recommendations in a practical and
sustained manner. The current crisis of gridlock in state hospitals and in
the emergency rooms and inpatient units of our general hospitals and the
need for more community options in order that children and adults may
receive appropriate services in the least restrictive environment, needs
immediate attention. This issue is described in Secretary Ryan’s letter of
June 14, 2000. In calling for a behavioral health summit meeting on June
26, 2000, he refers to the “...myriad of issues related to the mental health
crisis in the state and its impact on consumers, families, and providers.”
‘These are issucs for which the Executive Branch, under the leadership of
the Governor, will find eager collaborators in the Blue Ribbon
Commission, its four Expert Panels and those who actively participated in
the six public hearings. At the same time the longer-term issues and ’
recommendations can be addressed in a systematic manner over time,
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Psychiatric Disabilities in Real Life

The following vignettes were adapted from statements made by people
who testified at public hearings held throughout Connecticut on the
Governor’s Blue Ribbon Commission on Mental Health:

O

A seventy-year-old woman wonders what will become of her 40-year-old son
when she dies. The son has paranoid schizophrenia and has lived with her all

his life,

A father with tears in his eyes speaks of having exhausted his home equity by
borrowing to pay for his daughter's mental health treatment after the family's
insurance benefits ran out.

A mother asks why she has had to wait for months fo have her 7-year-old
daughter evaluated by a mental health specialist,

A woman describes her experience with mental illness. She says: “I know
Jirst hand the isolation, the terror, and the lack of sensitivity that are
experienced by many people with psychiatric disabilities.”

A man with co-occurring mental illness and substance abuse goes to fail after
being chorged with domestic violence for threatening his mother. She
describes her failed attempts to get help for him,

A mother of a suicidal child with bipolar disorder reports having fo send her
child to California to obtain care due fo a lack of Connecticut treatment
Jfacilities,

A distraught mother recounts that her son with a psychiatric disability has
been robbed repeatedly and on one occasion, severely physically assaulted
because of where he is forced to lve,

Within 24 hours after being arrested for a minor offense an eighteen-year-old
young man with a psychiatric disability is found dead in his jail cell.

An adult syffering from complex medical problems and severe depression is
placed in a nursing home for lack of a more appropriafe facility.

A 45-pear-old woman with bipolar disorder is admitted to a homeless shelter
Jollowing her discharge from a hospital for treatment of her psychiatric
disability.
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REPORT SUMMARY
Introduction

Recognizing mental health as a serious concern to the well being and
prosperity of Cormecticut residents, Governor John G. Rowland
established the Blue Ribbon Commission on Mental Health in January
2000, His order mandated the Commission to examine the mental health
system and to recommend how it might be improved. As the Commission
conducted its study, particular emphasis was placed on exploring ways that
academic, private and state agencies could collaborate to improve the
range of services needed by people with mental illness throughout their life
cycle. Strategies for promoting mental health and preventing mental
illness were investigated, as well as strategies for supporting people who
have mental illnesses and those who are in recovery.

The Blue Ribbon Commission

The Blue Ribbon Commission consisted of fifty members, with fifteen
members serving on the Steering Committee. Panels of experts were
assembled to address four perspectives:

Advocacy and consumer perspectives
Management of services

Prevention

Treatment and intervention,

o oo

The members of the Commission and of each expert panel were chosen so
that both the issues of coneern to children and their families and the issues
of concern fo adults were represented, Tn addition, members were chosen
to represent diverse areas of expertise relating to mental health. During six
public hearings held across the state, about 600 people attended and 200 of
them presented testimony,

Challenges Facing Connecticut

The issues that emerged from the work of the Commission and from the
public testimony point to a critical concern about access to mental health
services, as a component of health care. The crisis in access to this form of
health care spans the public and private systems. Although Connecticut
was recognized as having one of the conniry’s best community mental
health systems for adults a decade ago (Torrey, 1990), there are signs that
many people who need services are not getting access to appropriate care.
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Similarly, the child mental health system, while having made important
gains in the last several years, is inadequate to meet current needs. For
every person in Connecticut who receives mental health care, at least one
other person who needs services is not receiving them. From the
perspective of children, families and adults who cannot obtain needed
access to this form of healih care, the erisis is real and immediate. This
theme was echoed repeatedly by citizens who testified at the six public
hearings held by the Commission.

Signs of the crisis in access to appropriate services and other significant
problems have been brought to the attention of the Blue Ribbon
Commission, including the following:

a In Coennecticut, during a single year, there are an estimated 600,000
adults with mental illness (including 135,000 with serious mental
illness) and 85,000 children with serious emotional disturbance, yet it
is estimated that only about half receive any form of public or privately
funded treatment.

o Spending on publicly funded community-based services has not kept
pace with the influx of new client groups entering the system.

o Cost cutting efforts by private sector managed care companies are
reducing access to services and forcing people to seek care in the
public system.

0 The closure of two major state hospitals during the past four years has
placed demands on the community system beyond its capacity to
respond effectively.

0 Absence of appropriate community services has caused gridlock in
hospital beds making it difficult to discharge those no longer in need of
hospitalization and equally difficult to admit people who need acute
inpatient psychiatric care. Gridlock also exists between acute,
intermediate length-of-stay and long-term care inpatient units within
state hospitals. This prevents the transfer of patients already in these
facilities to the appropriate level of inpatient care.

0 A growing number of Connecticut general hospitals have cut back and
are considering further reductions in their psychiatric services, because
they are no longer able to afford the financial drain of supporting such
services.

o Criminal justice officials and operators of nursing homes and shelters
for the homeless report increasing numbers of people with psychiatric
disabilities entering their facilities.

o Advocates for the homeless estimate that about 6,000 people with
mental disabilities are living in Connecticut shelters.

0 Advocates for children’s mental health services pointto a
disproportionately high percentage of spending on inpatient and
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residential care, due to insufficient outpatient alternatives. Meanwhile,
350 children nceding mental health treatment have been placed in out-
of-state residential facilities becanse the services they require do not
exist in Connecticut.

o Stigma is a major barrier to people accessing care and interferes with
people in recovery.

0 There are widely circulated reports of children being held for days in
general hospital emergency departments becanse of a lack of
appropriate comnmmity alteratives,

0 Educational systems at every level are not adequately integrated into
the children’s mental health delivery system.

0 Programs designed to promote mental health and prevent mental illness
are not generally funded or available,

o Consumers and family members are not involved as equal partners in
decision-making regarding services they receive and what services are
provided.

0 Although some gains have been made, much more needs to be done fo
strengthen the cultural responsiveness of mental health services.

Taken together, these factors signal the need to thoroughly examine mental
health care in Connecticut in order to promote mental health, strengthen
prevention efforts, and improve mental health treatment and support for
people throughout the life cycle. All of these factors point to an emerging
crisis in the State that must be addressed as 2 major health care priority.

Vision for the Future

Connecticut’s response to these issues must be built on both a shared
vision and principles that guide development of the public and private
mental health services for children, families and adults. Under these
principles, Connectictit must ensure that:

0 A full continuum of care and supports is developed and maintained that
provides people adequate choice of services and providers.

0 Access to appropriate care is timely and easy fo obtain,

0 People who use services are treated with dignity and respect and their
legal rights are protected.

0 Best practices and the latest scientific knowledge guide service
delivery.

O Services are culturally responsive and sensitive to the needs of diverse
groups and individuals.

o Services and programs support early intervention and prevention.

0 Care for Connecticut citizens is provided within the state’s borders.

0 Funding and reimbursement for mental health services are adequate to
support quality care.
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0 Menfal health services are designed to promote recovery and self-
sufficiency and improve quality of life, health and well being,

o Service delivery decision-making is made at a local level, with
consumers and family members as equal partners in these discussions.

O The stigma associated with psychiatric disabilities and the use of
mental heaith services is reduced.

o Local school systems are full partners in community-based mental
health collaboratives for children with severe emotional disturbances.

Recommendations

The recommendations of the Blue Ribbon Commission centered on six
issues specified by the Governor's order:

1. How the mental health, child welfare and criminal justice service
systems can work together more effectively.

2. How the state can maximize the collaboration of state agencies and the
academic and private comriunities with expertise in the area of mental
health.

3. Potential applications of new knowledge in the area of prevention and
earlier identification of mental illness,

4. The treatment approaches that need to be emphasized and more
effectively used as the state incorporates increased community-based
treatment.

5. The major successes and challenges of the public mental health system
from both the national and Connecticut perspectives.

6. The perspective of the advocacy and consumer community as to what
is in the best interest of consumers and their families.

Based on study and analysis of the existing service system, the Blue
Ribbon Commission has developed several priozity recommendations. In
addition, the Commission has identified two mechanisms for implementing
these recommendations. The Commission's priority recommendations
were adapted from the work of the Commission, its Steering Committee,
the Expert Panels, and from input garnered during publie hearings. In
addition, more detailed recommendations were made by the Expert Panels
and are incorporated herein by reference.
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Recommendation: Address gridiock in care delivery for children and
adnlfs,

Timeframe: Immediate action vequired,

Addresses Governor’s Area of Emphasis Items # 4 and 5.

Immediate steps must be talen to ensure that inpatient care is accessible
when needed, both for children and adults. To do this, the system must
develop a full continunm of community-based services within each
geographical area of the state. Community services must be enhanced
without compromising the availabilify and quality of inpatient care.

Issue: This recommendation addresses several critical issues. Local
community services are neither adequate nor accessible for children with
severe emotional disturbance. Similarly, insufficient community services
for adults result in increased demand for acute care (e.g., hospitalization)
as clients with unresolved clinical needs continue to deteriorate. Patients
already in hospitals, who could be discharged to less restrictive settings,
have nowhere to go, resulting in system "gridlock." These problems have
been exacerbated by cost-containment efforts related to managed care.
Providers must struggle with the enormous financial drain of serving
people without adequate reimbursement. Because of this, some providers
have discontinned care for the most vulnerable populations. While the
impact of managed care related cost cutbacks have been felt throughout the
systemn, general hospital behavioral health programs have been particularly
hard hit. Most importantly, people who need services encounter
difficulties obtaining access to care, ot the duration of treatment is cut
short of that necessary to achieve positive outcomes, Some people,
discharged prematurely from inpatient settings because they no longer
qualify for care, end up in shelters for the homeless.

For further discussion of this topic see the Treatment and Intervention
Expert Panel recommendations #1, #4, and #6.

Recommendation: Adjust rates fo ensure adequate support for mental
health services.

Timeframe: Immediate action required.
Addresses Governor’s Area of Emphasis Items # 4 and 5.
State agencies, including Office of Policy and Management (OPM),

Department of Social Services {DSS), Department of Children and
Families (DCF) and Department of Mental Health and Addiciion Services
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CHAPTER V - SUMMARY OF PRIORITY RECOMMENDATIONS

This chapter provides a summary of the Commission’s primary recommendations. The
recommendations were formulated based on discnssion of Commission and Steering Commitiee
members, input from public hearings and the findings and recommendations of the Expert
Panels, These recommendations have been selected because they:

»  Offer significant benefits over time for the mental health system and for Connecticut
residents across the life cycle.

« Reflect issues so compelling that they must be addressed at this time.

o Reflect issues identified during the public hearings or in connection with the work of the
Expert Panels.

* Offer the greatest feasibility of implementation in an environment of competing fiscal
demands, needs and priorities.

« Concur with national issues identified in the Surgeon General’s Report that are also of
concern to Connecticut.

The priority recommendations are as follows:
Address Gridlock in Care Delivery for Children and Adults

Issue: Tnadequate or unavailable local community and residential services for children and
adults with serious mental illness have resulted in unnecessarily lengthy inpatient stays,
Children are also being held for extended periods in emergency rooms becanse of the absence of
appiopriate altematives. Managed care related cost containment efforts have caused some
providers to discontinue care to vulnerable populations.

Recommendation: Immediate steps must be faken to ensure timely access to acute inpatient care
for children and adults by developing a continuum of services without compromising the
availability and quality of inpatient care.

Enhance Community Services

Issue: Some children with serious emational disturbance and adults with serious mental illness
are not well served in many parts of Connecticut, Treatment is hindered by long waiting lists for
treatment, the absence of basic service elements, or programs that do not follow best clinical
practices. Necessary community services include, among others, outpatient psychiatric
evaluation and treatiment, rehabilitative and residential services, and non-clinical supports.

Recommendation: DMHAS and DCF, in collaberation with appropriate agencies and
consumers, should assess existing community resources and based on identified service-gaps,
expand the community-based system to include a full spectrum of services that respond to:

s Specific disorders and functional impairments.
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